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COMMITMENT TO QUALITY

EDS and DMA share a common goal with the provider
community to ensure quality health care is provided to
all North Carolina Medicaid recipients in the most
efficient and economical manner.

Our Commitment to Quality

Electronic Data Systems

Quality is the process of delivering products and services
that meet our customers’ requirements and exceed their
expectations to generate customer satisfaction and success.

www.dhhs.state.nc.us/dma
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Effective with claims processed on or after July 1, 2003, several changes have been
made to the Health Check Program. These changes are outlined in this special bulletin. Please replace
the July 2002 Special Bulletin TV, Health Check Billing Guide 2002 with this special bulletin. For your
convenience, shading indicates new information

DMA and EDS continue the effort to comply with HIPAA requirements. Effective August 1, 2003, the
N.C. Medicaid program will begin accepting the ASC X12N 837 Health Care Claim Professional
transaction. The current N.C. Medicaid electronic formats will continue to be accepted until October 16,
2003.

HEALTH CHECK SCREENING COMPONENTS

The Health Check Program is a preventive care program for Medicaid-eligible children ages birth through
20. A Health Check screening is the only well child preventive visit reimbursable by Medicaid. All
Health Check components are required and are to be documented in the patient’s medical record.
Each screening component is vital for measuring a child’s physical, mental, and developmental
growth. Recipients are encouraged to receive their comprehensive health checkups and immunizations
on a regular schedule. A complete Health Check screening consists of the following age-appropriate
components, which must be performed and documented at each visit unless otherwise noted.

¢ Comprehensive unclothed physical examination
¢ Comprehensive health history

* Nutritional assessment

* Anticipatory guidance and health education

* Measurements, blood pressure, and vital signs
Blood pressure is required to become a part of the exam at age 3.

* Developmental screening including mental, emotional, and behavioral
Perform age-appropriate evaluation at each screening. In addition, three written developmental
assessments should be performed: the first by 12 months, the second by 24 months, and the third by
60 months of age.

¢ Immunizations
Federal regulations state that immunizations are to be provided at the time of screening if they are
needed.

* Vision and hearing assessments
Health Check follows the Recommendations for Preventive Pediatric Health Care from the American
Academy of Pediatrics for hearing and vision assessments. The Recommendations for all screening
components may be accessed at http://www.aap.org/policy/re9939.html.

In accordance with the periodicity schedule and the Recommendations for Preventive Pediatric
Health Care, objective vision assessment (i.e., Snellen chart) is required at ages 3 years, 4 years, 5
years, 6 years, 9 years, 12 years, 15 years, and 18 years.

In accordance with the periodicity schedule and the Recommendations for Preventive Pediatric
Health Care, objective hearing assessments using electronic equipment (i.e., audiometer) must be
performed at birth, 4 years, 5 years, 6 years, 9 years, 12 years, 15 years, and 18 years.

1
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If the required vision and/or hearing screenings cannot be performed during a periodic visit due to
blindness or deafness and the claim is denied, the claim may be resubmitted through the adjustment
process with supporting medical record documentation attached.

¢ Dental screenings

A dental referral is required for every child beginning at 3 years of age. An oral screening performed
during a physical examination is not a substitute for examination through direct referral to a dentist.
The initial dental referral must be provided regardless of the periodicity schedule unless it is known
that the child is already receiving dental care. Thereafter, dental referrals should, at a minimum,
conform to the dental service periodicity schedule, which is currently one routine dental examination
every six months. When any screening indicates a need for dental services at an earlier age (i.e., baby
bottle caries), referrals must be made for needed dental services and documented in the patient’s
record. The periodicity schedule for dental examinations is not governed by the schedule for regular
health screenings.

Note: Dental varnishing is not a requirement of the Health Check screening exam. Providers may
bill for dental varnishing and receive reimbursement in addition to the Health Check
screening. Providers are to utilize the codes and billing guidelines indicated in the August
2002 general Medicaid bulletin. Bulletins are available on the Division of Medical Assistance
(DMA) website at http://www.dhhs.state.nc.us/dma.

®* Laboratory procedures
Includes hemoglobin or hematocrit, urinalysis, sickle cell, tuberculin skin test, and lead screening.

Note: When these laboratory tests are processed in the provider’s office, Medicaid will not
reimburse separately for these procedures. Payment for these procedures is included in
the reimbursement for a Health Check screening.

Hemoglobin or hematocrit

Hemoglobin or hematocrit must be measured once during infancy (between the ages of 9 and 12
months) for all children and once during adolescence for menstruating adolescent females. An annual
hemoglobin or hematocrit screening for adolescent females (ages 11 to 21 years) must be performed
if any of the following risk factors are present: moderate to heavy menses, chronic weight loss,
nutritional deficit or athletic activity.

The Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) has specific
guidelines for hematocrit/hemoglobin testing. Sharing the test results between the WIC Program and
the primary care provider (PCP) is encouraged with appropriate release of information. For more
information on guidelines and time frames, call the local WIC office.

Urinalysis
Urinalysis must be performed during the 5-year-old periodic screening as well as during periodic
screenings for all sexually active males and females.

Sickle cell testing

North Carolina hospitals are required to screen all newborns for sickle cell prior to discharge. If a
child has been properly tested, this test need not be repeated. Results must be documented in the
child's medical record. If the test results of the newborn sickle cell screening are not readily
available, contact the hospital of birth. An infant not tested at birth should receive a sickle cell test
prior to 3 months of age.
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Laboratory procedures, continued

Tuberculin testing

Reviewing perinatal histories, family and personal medical histories, significant events in life, and
other components of the social history will identify children/adolescents for whom TB screening is
indicated. If none of the screening criteria below are present, there is no recommendation for routine
TB screening.

The North Carolina TB Control Branch is responsible for oversight of testing of household and other
close contacts of active cases of pulmonary and laryngeal tuberculosis. Questions related to policy
interpretation or other questions related to TB skin testing should be directed to the local health
departments.

Tuberculin testing should be performed as clinically indicated for children/adolescents at increased

risk of exposure to tuberculosis, via Purified Protein Derivative (PPD) intradermal
injection/Mantoux method — not Tine Test.

Criteria for screening children/adolescents for TB (per the NC TB Control Branch) are:

1. Children/adolescents reasonably suspected of having tuberculosis disease based on clinical
symptoms.

2. Do a baseline screen when these children/adolescents present for care.

a. Foreign-born individuals arriving within the last five years from Asia, Africa, Caribbean,
Latin America, Mexico, South America, Pacific Islands, the Middle East or Eastern
Europe. Low prevalence countries for tuberculosis disease are the USA, Canada, Japan,
Australia, New Zealand, and countries in Western Europe.

b. Children/adolescents who are migrants, seasonal farm workers, or are homeless.

c. Children/adolescents who are HIV-infected.

d. Children/adolescents who inject illicit drugs or use crack cocaine.

Subsequent TB skin testing is not necessary unless there is a continuing risk of exposure to persons
with tuberculosis disease.

In addition to the TB Control Branch criteria:
A TB screening performed as a part of a Health Check screening cannot be billed separately.
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Laboratory procedures, continued

Lead screening

Federal regulations state that all Medicaid-enrolled children are required to have a blood lead
test at 12 and 24 months of age. Children between 36 and 72 months of age must be tested if they
have not been previously tested. Providers should perform a lead screening when it is clinically

indicated.

Medical follow-up begins with a blood lead level greater than or equal to 10 ug/dL. Capillary
blood level samples are adequate for the initial screening test. Venous blood level samples should be
collected for confirmation of all elevated blood lead results.

Blood Lead Recommended Response
Concentration
<10 ug/dL Rescreen at 24 months of age

10 to 19 ug/dL

Confirmation (venous) testing should be conducted within three months. If
confirmed, repeat testing should be conducted every 2 to 4 months until the level is
shown to be <10 ug/dL on three consecutive tests (venous or fingerstick). The family
should receive lead education and nutrition counseling. A detailed environmental
history should be taken to identify any obvious sources of exposure. If the blood lead
level is confirmed at >10 ug/dL, environmental investigation will be offered.

20 to 44 ug/dL

Confirmation (venous) testing should be conducted within 1 week. If confirmed,
the child should be referred for medical evaluation and should continue to be retested
every 2 months until the blood lead level is shown to be <10 ug/dL on three
consecutive tests (venous or fingerstick). Environmental investigations are required
and remediation for identified lead hazards shall occur for all children less than 6
years old with confirmed blood lead levels >20 ug/dL.

>45 ug/dL

The child should receive a venous lead test for confirmation as soon as possible.
If confirmed, the child must receive urgent medical and environmental follow-up.
Chelation therapy should be administered to children with blood lead levels in this
range. Symptomatic lead poisoning or a venous lead level >70 ug/dL is a medical
emergency requiring inpatient chelation therapy.

State Laboratory of Public Health for Blood Lead Screening

The State Laboratory Services of Public Health will analyze blood lead specimens for all children less
than 6 years of age at no charge. Providers requiring results of specimens from children outside this
age group need to contact the State Laboratory of Public Health at 919-733-3937.




N.C. Medicaid Special Bulletin | April 2003

HEALTH CHECK SCREENING SCHEDULES

Periodic Screenings

The preventive medicine CPT codes 99381 through 99385 with the modifier EP, and 99391 through
99395 with the modifier EP are used to bill a periodic screening. (Refer to Health Check Billing
Requirements on page 9.)

The schedule below outlines the recommended frequency of Health Check screenings dependent upon the
age of the child. This schedule is based on recommendations for preventive pediatric health care.

Note: If an illness is detected during a Health Check screening, the provider may continue with the
screening or bill a sick visit and reschedule the screening for a later date.

Periodicity Schedule

Within the first month 12 months 5 years

2 months 18 months 6 through 20 years

4 months 2 years One screening every three

6 months 3 years years for children 6 years of
9 or 15 months 4 years age and older.

Interperiodic Screenings

The preventive medicine CPT codes 99381 through 99385 with the modifier EP, and 99391 through
99395 with the modifier EP are used to bill an interperiodic screening. (Refer to Health Check Billing
Requirements on page 9.)

In addition to the periodicity schedule, interperiodic screenings are allowed in the following
circumstances:

*  When a child requires either a kindergarten or sports physical outside the regular schedule.

*  When a child’s physical, mental or developmental illnesses or conditions have already been diagnosed
and there are indications that the illness or condition may require closer monitoring.

*  When the screening provider has determined there are medical indications that make it necessary to
schedule additional screenings in order to determine whether a child has a physical or mental illness or
a condition that may require further assessment, diagnosis or treatment.

* Upon referral by a health, developmental or educational professional based on their determination of
medical necessity. Examples of referral sources may include Head Start, Agricultural Extension
Services, Early Intervention Programs or Special Education Programs.

In each of these circumstances, the screening provider must specify and document in the child’s
medical record the reason necessitating the interperiodic screening.

Hearing and vision assessments are not required for an interperiodic screening. All other Health
Check components must be performed during an interperiodic Health Check screening.
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IMMUNIZATIONS

Immunization Administration CPT Codes 90471 and 90472; with the EP Modifier
Medicaid reimburses providers for the administration of immunizations to Medicaid-enrolled children,
birth through 20 years of age, using the following guidelines.

Private Sector Providers

An immunization administration fee may be billed if it is the only service provided that day or if any

immunizations are provided in addition to a Health Check screening or an office visit.

*  Administration of one immunization is billed with the administration CPT code 90471 (one unit) with
the EP modifier and is reimbursed at $13.71.

* Additional immunizations are billed with the administration CPT code 90472 with the EP modifier
and are reimbursed at $13.71.

The maximum reimbursement for two or more immunizations will remain at $27.42 when using both
CPT codes 90471 and 90472. The EP modifier must be listed next to each immunization administration
CPT code entered in block 24D of the CMS-1500 claim form. Immunization procedure codes must be
reported even if the immunization administration fee is not being billed. For instructions on billing an
immunization administration fee, refer to the chart on page 7.

Federally Qualified Health Center (FQHC) or Rural Health Clinic (RHC) Providers

An immunization administration fee may be billed if it is the only service provided that day or if any

immunizations are provided in addition to a Health Check screening. Health Check screenings and the

immunization administration fees are billed under the Medicaid provider number with the “C” suffix.

* Administration of one immunization is billed with the CPT code 90471 (one unit) with the EP
modifier and is reimbursed at $13.71.

* Additional immunizations are billed with the administration CPTcode 90472 with the EP modifier
and are reimbursed at $13.71.

An immunization administration fee cannot be billed in conjunction with a core visit. Report the
immunization given during the core visit without billing the administration fee. For instructions on
billing an immunization administration fee, refer to the chart on page 7.

Local Health Department Providers

An immunization administration fee may not be billed if immunization(s) is provided in addition to a
Health Check screening. The immunization administration CPT codes 90471 with the EP modifier may
be billed if immunizations are the only services provided that day or if any immunizations are provided in
conjunction with an office visit.

*  Administration of one or more immunizations is billed with the CPT code 90471 (one unit) with the
EP modifier and is reimbursed at $20.00.

The immunization administration code is reimbursed at $20.00 regardless of the number of
immunizations given. Immunization procedure codes must be reported even if the immunization
administration fee is not being billed. For instructions on how to bill an immunization administration fee,
refer to the chart on page 7.
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Immunizations, continued

Billing Guidelines for Immunizations

April 2003

Provider Type Health Check Immunization(s) | Office Visit with | Core Visit with
Screening with Only Immunization(s) | Immunization(s)
Immunization(s)

Private Sector For one For one For one N/A

Providers immunization, bill immunization, bill immunization, bill
90471 with the EP 90471 with the EP 90471 with the EP
modifier. modifier. modifier.
For additional For additional For additional
immunizations, bill | immunizations, bill | immunizations, bill
90472 with the EP 90472 with the EP 90472 with the EP
modifier. modifier. modifier.
Immunization One immunization Immunization
diagnosis code not diagnosis code is diagnosis code not
required. required. required.
Immunization Immunization Immunization
procedure code(s) are procedure code(s) are procedure code(s) are
required. required. required.
FQHC/RHC For one For one N/A Cannot bill 90471 or
immunization, bill immunization, bill 90472.
90471 with the EP 90471 with the EP o
modifier. modifier. Immunization
diagnosis code is not
For additional For additional required.
immunizations, bill | immunizations, bill L
90472 with the EP 90472 with the EP Immunization
modifier. modifier. procedure code(s) are
required.
Immunization One immunization
diagnosis code not | diagnosis code is
required. required.
Immunization Immunization
procedure code(s) are procedure code(s) are
required. required.
Local Health Cannot bill 90471. For one or more For one or more N/A
Department Must report immunizations, bill | immunizations, bill
Providers immunizations. 90471 with the EP 90471 with the EP
o modifier. modifier.
Immunization

diagnosis code not
required.

Immunization
procedure code(s) are
required.

One immunization
diagnosis code is
required.

Immunization
procedure code(s) are
required.

Immunization
diagnosis code is not
required.

Immunization
procedure code(s) are
required.

Immunization procedure code(s) must be listed in block 24D of the CMS-1500 claim form for all
immunizations administered.
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Universal Childhood Vaccine Distribution Program/Vaccines for Children Program

The Universal Childhood Vaccine Distribution Program (UCVDP)/Vaccines for Children (VFC)
Program provides at no charge all required (and some recommended) vaccines to North Carolina children
birth through 18 years of age according to the recommendations of the Advisory Committee of
Immunization Practices (ACIP) of the Centers for Disease Control (CDC). Due to the availability of
these vaccines, Medicaid does not reimburse for UCVDP/ VFC vaccines for children ages birth through
18. An exception to this is noted below the table.

For Medicaid-eligible recipients ages 19 through 20 who are not age-eligible for the VFC program
vaccines, Medicaid will reimburse providers for Medicaid-covered vaccines.

The following is a list of UCVDP/VFC vaccines:

Codes Vaccines Diagnosis Codes
90645 Hib Titer- 4 dose HBOC V03.8 or V05.8
90647 Hib-3 dose PRP-OMP (Pedvax) V03.8 or V05.8
90648 Hib-4 dose PRT-T (ActHib) V03.8 or V05.8
90657 Influenza (6 to 35 months of age) High-Risk Only V04.8
90658 Influenza (3 years of age and above) High-Risk Only V04.8
90669 Pneumococcal - PCV7 (2 through 59 months of age) V03.82 or V05.8
90700 DTaP V06.8
90702 DT V06.8
90707 MMR V06.4
90713 IPV V04.0
90716 Varicella V05.4
90718 Td V06.5
90732 Pneumococcal - PPV23 High-Risk Only V03.82 or V05.8
90744 Hepatitis B Vaccine — Pediatric/Adolescent V05.8

If the first dose of hepatitis B vaccine is administered

prior to the 19" birthday, UCVDP vaccine can be used to

complete the series prior to the 20" birthday. Medicaid

will reimburse for hepatitis B vaccine for high-risk

individuals 19 years of age and older

North Carolina Medicaid providers who are not enrolled in the UCVDP or who have questions
concerning the program should call the N.C. Division of Public Health’s Immunization Branch at
1-800-344-0569.

Out-of-state providers (within the 40-mile radius of North Carolina) may obtain VFC vaccines by calling
their state VFC program. VFC program telephone numbers for border states are listed below:

* Georgia 1-404-657-5013

® South Carolina 1-800-277-4687
® Tennessee 1-615-532-8513

® Virginia 1-804-786-6246
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HEALTH CHECK BILLING REQUIREMENTS

Instructions for billing a Health Check screening on the CMS-1500 claim form are the same as when
billing for other medical services except for these six critical requirements. The six billing requirements
specific to the Health Check Program are as follows:

Requirement 1: Identify and Record Diagnosis Code(s)

Place diagnosis code(s) in the correct order in block 21. Medical diagnoses should always be listed before
immunization diagnoses. Immunization diagnoses are required when billing immunization(s) only.

Periodic Health Check Screening — Use V20.2 as the Primary Diagnosis

Medical diagnoses are listed after the primary diagnosis (V20.2). Medical diagnoses should always be
listed before immunization diagnoses. Immunization diagnoses are required when billing
immunization(s) only.

Interperiodic Health Check Screening — Use V70.3 as the Primary Diagnosis

Medical diagnoses are listed after the primary diagnosis (V70.3). Medical diagnoses should always be
listed before immunization diagnoses. Immunization diagnoses are required when billing
immunization(s) only.

Requirement 2: Identify and Record Preventive Medicine Code(s)

The preventive medicine CPT codes with the EP modifier for Health Check screenings should be billed as
outlined below. In addition to billing the preventive medicine codes, vision and hearing CPT codes must
be listed based on the ages outlined in the Health Check Screening Components indicated on page 1.

* A Health Check screening is the only well child visit reimbursable by Medicaid and must have V20.2
or V70.3 as the primary diagnosis code.

* Vision and hearing CPT codes must be listed in addition to the preventive medicine CPT codes for a
periodic Health Check screening. No additional reimbursement is allowed for these codes.

Use the correct Health Check screening preventive medicine codes with the EP modifier in block 24D of
the CMS-1500 claim form:

Screenings Preventive CPT Codes and Modifier Diagnoses Codes

EP Modifier is required in block 24D

Vision CPT code 99172 or 99173; beginning at age 3
EP Modifier is required in block 24D

Hearing CPT code 92551 or 92552; beginning at age 4
EP Modifier is required in block 24D

Periodic Screening | CPT codes 99381-99385; 99391-99395 V20.2 Primary Diagnosis

Screening EP Modifier is required in block 24D

Interperiodic CPT codes 99381-99385; 99391-99395 V70.3 Primary Diagnosis
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Health Check Billing Requirements, continued

Requirement 3: Health Check Modifier — EP

The Health Check screening CPT codes for periodic and interperiodic screenings must have the EP
modifier listed in block 24D of the CMS-1500 claim form. The vision and hearing CPT codes must have
the EP modifier listed in block 24D of the CMS-1500 claim form. EP is a required modifier for all
Health Check claims.

Requirement 4: Record the Referral Code Indicator — R

A referral code indicator is used only when a follow-up visit is necessary for a diagnosis found during a
Health Check screening. The indicator “R” should be listed in block 24H of the CMS-1500 claim form
when this situation occurs. Refer to pages 17, 18, 28, and 29 for sample claims.

Requirement 5: Next Screening Date

Providers may enter the next screening date (NSD) or have the NSD systematically entered according to
the predetermined Medicaid periodicity schedule. Below is an explanation of options for the NSD in
block 15 of the CMS-1500 claim form.

Systematically Entered Next Screening Date
Providers have the following choices for block 15 of the CMS-1500 claim form with a Health Check
screening. All of these choices will result in an automatically entered NSD.

* Leave block 15 blank.
¢ Place all zeros in block 15 (00/00/0000).
¢ Place all ones in block 15 (11/11/1111).

Claims with systematically entered NSDs will be tracked per the Medicaid periodicity schedule.

Provider-Entered Next Screening Date

Providers have the option of entering the NSD in block 15. If this date is within the periodicity schedule,
the system will keep this date. In the event the NSD is out of range with the periodicity schedule, the
system will override the provider’s NSD and the appropriate NSD (based upon the periodicity schedule)
will be automatically entered during claims processing.

Requirement 6: Identify and Record Immunization Administration CPT Code(s) and the
EP Modifier

Refer to the chart on page 7 for guidelines on when to bill the immunization administration CPT codes
and the EP modifier.

When billing one immunization, use the administration CPT code 90471 (one unit) with the EP modifier
listed in block 24D.

When additional immunizations are provided, use the administration CPT code 90472 with the EP
modifier listed in block 24D.

Refer to pages 18, 19, 20/21, 22/23, 24 through 27, 29, and 32 for sample claims.

Note: If the EP modifier is not listed in block 24D, the reimbursement rate for the CPT codes 90471
and 90472 is $0.00.

10
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TIPS FOR BILLING

All Health Check Providers

Two screenings on different dates of service cannot be billed on the same claim form.

If the required vision and/or hearing screenings cannot be performed during a periodic visit due to a
condition such as blindness or deafness and the claim is denied, the claim may be resubmitted through
the adjustment process with supporting medical record documentation attached.

When billing immunization administration CPT codes, the EP modifier must be entered in block 24D
to receive the reimbursement rate of $13.71 for 90471 (health departments receive $20.00) and
$13.71 for 90472 (no additional reimbursement for health departments). If the EP modifier is not
entered in block 24D, the reimbursement will be $0.00 per unit. The reimbursement for these codes
is $3.41 per unit for non-Health Check related services. Local health departments should follow
directions on pages 6 and 7 when billing these codes.

Third party insurance must be pursued and reported in block 29 of the CMS-1500 claim form when
preventive services (well child screenings) are covered. If third party insurance does not cover
preventive services, clearly document in the medical record and submit a claim to Medicaid.

When checking claim status using the Automated Voice Response (AVR) system (1-800-723-4337),
AVR requires providers to enter the total amount billed. Due to each Health Check claim being
divided into two separate claims for tracking purposes, the total amount billed must also be split
between the amount billed for the screening and the amount billed for immunizations and any other
service billed on the same date of service. Thus, it will be necessary to check claim status for two
separate claims.

Private Sector Health Check Providers Only

A Health Check screening and an office visit with different dates of service cannot be billed on the
same claim form.

A Health Check screening and an office visit cannot be paid initially on the same date of service.
One claim will pay and the other will deny. For the denied claim to be reconsidered, it must be
submitted as an adjustment with medical justification and a copy of the Remittance and Status Report
(RA) denial attached.

Immunization administration CPT code 90471 with the EP modifier and 90472 with the EP modifier
can be billed with a Health Check screening, office visit or if it is the only service provided that day.
When billing in conjunction with a screening CPT code or an office visit code, an immunization
diagnosis is not required in block 21 of the claim form. When billing the administration code for
immunizations (90471 with the EP modifier and 90472 with the EP modifier) as the only service for
that day, providers are required to use an immunization diagnosis in block 21 of the claim form.
Always list immunization CPT procedure codes when billing 90471with the EP modifier and
90472 with the EP modifier. Refer to the chart on page 7 and the sample claim forms beginning on
pages 15 through 27.

11
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Tips for Billing, continued

Federally Qualified Health Center (FQHC) and Rural Health Clinic (RHC) Providers Only

FQHCs and RHCs must bill Health Check services using their Medicaid provider number with the
“C” suffix.

A Health Check screening and a core visit cannot be paid initially on the same date of service. One
claim will pay and the other will deny. For the denied claim to be reconsidered, it must be submitted
as an adjustment with medical justification and a copy of the RA denial attached.

Immunization administration CPT code 90471 with the EP modifier and 90472 with the EP modifier
can be billed if it is provided in addition to a Health Check screening CPT code or if it is the only
service provided that day. When billing in conjunction with a screening code, an immunization
diagnosis is not required in block 21 of the claim form. When billing the administration code for
immunizations (90471 with the EP modifier and 90472 with the EP modifier) as the only service for
that day, an immunization diagnosis code is required to be entered in block 21 of the claim form. The
administration code for immunizations cannot be billed in conjunction with a core visit. For reporting
purposes, list immunization procedure codes in the appropriate block on the claim form. Always list
immunization procedure codes when billing 90471 with the EP modifier and 90742 with the EP
modifier. Refer to the chart on page 7 and the sample claim forms on pages 28 through 33.
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HEALTH CHECK COORDINATORS

Health Check Coordinators (HCCs) are available to assist both parents and providers in assuring that
Medicaid-eligible children have access to Health Check services. The roles of the HCCs include, but are
not limited to the following:

¢ using the Health Check Automated Information and Notification System (AINS) for identifying and
following Medicaid-eligible children, birth through 20 years of age, with regard to services received
through the health care system

* assisting families to use the health care services in a consistent and responsible manner

* assisting with scheduling appointments or securing transportation

* acting as a local information, referral, and resource person for families

¢ providing advocacy services in addressing social, educational or health needs of the recipient

* initiating follow-up as requested by providers when families need special assistance or fail to bring
children in for health screenings

¢ promoting Health Check and health prevention with other public and private organizations

Physicians and other PCPs and their office staff are encouraged to establish a close working relationship
with HCCs. Ongoing communication significantly enhances recipient participation in Health Check and
help make preventive care services more timely and effective.

HCC:s are currently located in 78 North Carolina counties and Qualla Boundary.

HCCs are housed in local health departments, community and rural health centers, and other
community agencies. A list of counties with HCCs is available on the DMA website at
http://www.dhhs.state.nc.us/dma.

HEALTH CHECK CLAIM FORM SAMPLES

There are 17 CMS-1500 claim form samples, including two split claims (pages 20/21 and 22/23) and six
examples of HSIS screens on the following pages.

Note: A copy of the back of the CMS-1500 claim form precedes the first sample. The back of the CMS
claim form includes important information regarding Medicaid payments. The section on
Medicaid Payments (Provider Certification) specifies that the provider of Medicaid services
agrees to accept, as payment in full, the amount paid by the Medicaid program for those claims
submitted for payment under that program, with the exception of authorized deductible,
coinsurance, copayment or similar cost-sharing charges.

13
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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY
APPLICABLE PROGRAMS.

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may
be guilty of a criminal act punishable under law and may be subject to civil penalties.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND CHAMPUS PAYMENTS: A patient's signature requests that payment be made and authorizes release of any information necessary to process
the claim and certifies that the information provided in Blocks 1 through 12 is true, accurate and complete. In the case of a Medicare claim, the patient's signature
authorizes any entity to release to Medicare medical and nonmedical information, including employment status, and whether the person has employer group health
insurance, liability, no-fault, worker's compensation or other insurance which is responsible to pay for the services for which the Medicare claim is made. See 42
CFR 411.24(a). If item 9 is completed, the patient’s signature authorizes release of the information to the heaith plan or agency shown. In Medicare assigned or
CHAMPUS participation cases, the physician agrees to accept the charge determination of the Medicare carrier or CHAMPUS fiscal intermediary as the full charge,
and the patient is responsible only for the deductible, coinsurance and noncovered services. Coinsurance and the deductible are based upon the charge
determination of the Medicare carrier or CHAMPUS fiscal intermediary if this is less than the charge submitted. CHAMPUS is not a health insurance program but
makes payment for health benefits provided through certain affiliations with the Uniformed Services Information on the patient's sponsor should be provided in those
items captioned in “Insured”; i.e., items 1a, 4, 6, 7, 9, and 11.

BLACK LUNG AND FECA CLAIMS

The provider agrees to accept the amount paid by the Government as payment in full. See Black Lung and FECA instructions regarding required procedure and
diagnosis coding systems

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLACK LUNG)
| certify that the services shown on this form were medically indicated and necessary for the health of the patientand were personally furnished by me or were furnished
incident to my professional service by my employee under my immediate personal supervision, except as otherwise expressly permitted by Medicare or CHAMPUS
regulations
For services to be considered as “incident” to a physician's professional service, 1) they must be rendered under the physician’s immediate personal supervision
by his/her employee, 2) they must be an integral, although incidental part of a covered physician’s service, 3) they must be of kinds commonly furnished in physician's
offices, and 4) the services of nonphysicians must be included on the physician’s bills

For CHAMPUS claims, | further certify that | (or any employee) who rendered services am not an active duty member of the Uniformed Services or a civilian employee
of the United States Government or a contract employee of the United States Government, either civilian or military (refer to 5 USC 5536). For Black-Lung claims,
| further certify that the services performed were for a Black Lung-related disorder.

No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (42 CFR 424.32)

NOTICE: Any one who misrepresents or falsifies essential information to receive payment from Federat funds requested by this form may upon conviction be subject
to fine and imprisonment under applicable Federal laws.
NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION
(PRIVACY ACT STATEMENT)
We are authorized by CMS, CHAMPUS and OWCP to ask you for information needed in the administration of the Medicare, CHAMPUS, FECA, and Black Lung
programs. Authority to collectinformation is in section 205(a), 1862, 1872 and 1874 of the Social Security Act as amended, 42 CFR 411.24(a) and 424.5(a) (6}, and
44 USC 3101;41 CFR 101 et seq and 10 USC 1079 and 1086; 5 USC 8101 et seq; and 30 USC 901 et seq; 38 USC 613; E.O. 9397

The information we obtain to complete claims under these programs is used to identify you and to determine your eligibility. Itis also used to decide if the services
and supplies you received are covered by these programs and to insure that proper payment is made.

The information may also be given to other providers of services, carriers, intermediaries, medical review boards, health plans, and other organizations or Federal
agencies, for the effective administration of Federal provisions that require other third parties payers to pay primary to Federal program, and as otherwise necessary
to administer these programs. For example, it may be necessary to disclose information about the benefits you have usedtoa hospital or doctor. Additional disclosures
are made through routine uses for information contained in systems of records

FOR MEDICARE CLAIMS: See the notice modifying system No. 09-70-0501, titled, ‘Carrier Medicare Claims Record,’ published in the Federal Register, Vol. 55
No. 177, page 37549, Wed. Sept. 12, 1990, or as updated and republished.

FOR OWCP CLAIMS: Department of Labor, Privacy Act of 1974, “Republication of Notice of Systems of Records,” Federal Register Vol. 55 No. 40, Wed Feb. 28,
1990, See ESA-5, ESA-6, ESA-12, ESA-13, ESA-30, or as updated and republished

FOR CHAMPUS CLAIMS: PRINCIPLE PURPOSE(S): To evaluate eligibility for medical care provided by civilian sources and to issue payment upon establishment
of eligibility and determination that the services/supplies received are authorized by law
ROUTINE USE(S): Informaticn from claims and related documents may be given to the Dept. of Veterans Affairs, the Dept. of Health and Human Services and/or
the Dept. of Transportation consistent with their statutory administrative responsibiiities under CHAMPUS/CHAMPVA to the Dept. of Justice for representation of
the Secretary of Defense in civil actions; to the Internal Revenue Service, private collection agencies, and consumer reporting agencies inconnection with recoupment
claims; and to Congressional Offices in response to inquiries made at the request of the person to whom a record pertains. Appropriate disclosures may be made
to other federal, state, local, foreign government agencies, private business entities, and individual providers of care, on matters relating to entitlement, claims
adjudication, fraud, program abuse, utilization review, quality assurance, peer review, program integrity, third-party liability, coordination of benefits, and civil and
criminal litigation related to the operation of CHAMPUS.
DISCLOSURES: Voluntary; however, failure to provide information will result in delay in payment or may resultin denial of claim. With the one exception discussed
below, there are no penalties under these programs for refusing to supply information. However, failure to furnish information regarding the medical services rendered
or the amount charged would prevent payment of claims under these programs. Failure to furnish any other information, such as name or claim number, would delay
payment of the claim. Failure to provide medical information under FECA could be deemed an obstruction
Itis mandatory that you tell us if you know that another party is responsible for paying for your treatment. Section 11288 of the Social Security Actand 31 USC 3801-
3812 provide penalties for withholding this information
You should be aware that P.L. 100-503, the “Computer Matching and Privacy Protection Actof 1988", permits the government o verify information by way of computer
matches.
MEDICAID PAYMENTS (PROVIDER CERTIFICATION)

| hereby agree to keep such records as are necessary to disclose fully the extent of services provided to individuals under the State’s Title XtX plan and to furnish
information regarding any payments claimed for providing such services as the State Agency or Dept. of Health and Humans Services may request.
| further agree to accept, as payment in full, the amount paid by the Medicaid program for those claims submitted for payment under that program, with the exception
of authorized deductible, coinsurance, co-payment or similar cost-sharing charge.
SIGNATURE OF PHYSICIAN (OR SUPPLIER): | certify that the services listed above were medically indicated and necessary to the health of this patient and were
personally furnished by me or my employee under my personal direction
NOTICE: This is to certify that the foregoing information is true, accurate and complete. | understand that payment and satisfaction of this claim will be from Federal and State

funds, and that any false claims, statements, or documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws.
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-0008. The time required to complete this information collection is estimated to average 10
minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information
collection. If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, N2-14-26, 7500
Security Boulevard, Baltimore, Maryland 21244-1850.
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DO NOT Private Provider .
TAP [ o L3 .
STARLE Periodic Screening u
. | Ovys oz .
AREA Vision and hearing z
| 5
prca HEALTH INSURANCE CLAIM FORM pica }
— — r
T MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER[ 1a. INSURED'S | D NUMBER (FOR PROGRAM IN ITEM 1]
. . _ HEALTHPLAN  BLKLU 11
(Medicare #) "\ (Medicaid #) | (Sponsor's SSN) "} (VA File #) * " (SSN or D) (SSN) (D) 1111111X
2 PATIENT'S NAME (Last Name. First Name, Middle Initial) 3 PATIENTS BIRTH DATE Sex 4 INSURED'S NAME (Last Name. First Name. Middle mitall
MM 0D VY . .
Recipient, Joe 05 03'1997% x F
5. PATIENT'S ADDRESS (No.. Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Street)
111 Recipient Street Sell . Spouse  Chilg’ Other
CITY STATE | 8. PATIENT STATUS CITY STATE b4
L. - <]
Rec]_plent Town NC Single Married Other -
2P CODE TELEPHONE (include Area Code) 2ZIP CODE TELEPHONE (INCLUDE AREA CODE) s
Employed — Full-Time - -~ Part-Time-— ( ) o«
12345 (999) 999-9999 . Student i Student E
5 OTHER INSURED'S NAME (Last Name. First Name, Middle nitial) 70.15 PATIENT'S CONDITION RELATED TO 1. INSURED'S POLICY GROUP OR FECA NUMBER 5
2
a OTHEA INSURED'S POLICY OR GROUP NUMBER  EMPLOYMENT? (CURRENT OR PREVIOUS) [ INSURED'S DATE OF BT SEX 5
¥
“TvEs ~iNo M F 2
b OTHER INSURED'S DATE OF BIRTH sex b. AUTO ACCIDENT? PLACE (State) |5 EMPLOYER'S NAME OR SCHOOL NAME a
MM . DD . oYY _ ~- -
mit F YES NO ' E
¢ EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME |
- — w
T ves TNo =
3. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? P
_ YES T INO  ifyes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or othef information necessary payment of medical benefits 1o the undersigned physician or supplier for
to process this ciaim. | also request payment of government benefits either to myseif or to the party who accepts assignment services described below
below.
SIGNED . DATE . _ .. _ SIGNED e
14 DATE OF CURRENT g ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION 4
M DD YY INJURY (Accident) OR GIVE FIRSTDATE MM 1 DD 1 YY DO - ¥Y MM i DB YY T
' PREGNANCY(LMP) 11 15' 2006 FROM T0 :
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD YY MM . DD . YY
FROM T0 i i
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? 5 CHARGES
[ YES | NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE [TEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO
1. LV20 a b .
-2 23 PRIOR AUTHORIZATION NUMBER
2L . al .
2 A B c ) 3 F G [ H R K z
DATE(S) OF SERVICE. Place | Type | PROCEDURES, SERVICES OR SUPPLIES| g oo DAVS [EPSD prpn— o]
From To of of (Explain Unusual Circumstances) OR | Family coB Al >
MM DD YY MM DD vy CPTHMCPCS__| MODIFIER Ccope SCHARGES  |uiTs| plan | EMSG LOCAL USE <
I x
11 14:03]11 14 03] 11 99383 | Ep 80 331 Q
z
11 14 03|11:14.:03 | 11 99172 | EP 0 00| 1 &
=]
. ; a
J 11 14 03|11 1403 | N 92552 | EP 000]1 e
7]
| . i ; o«
| . I | =}
4 z
<
| o
5 7]
2
T
| n.
25 FEDERAL TAX 1.0 NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO 27. ACCEPT ASSIGNMENT? |28 TOTAL CHARGE 20, AMOUNT PAID | 30. BALANCE DUE
" “(For gowt. claims. see back)
s ! YES NO $ 80 33 (s $ 8033
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS | RENDERED (If other than home or office) & PHONE # :
(I centify that the statements on the reverse I Dr. Jane Provider
apply to this bill and are made 3 part thereof ) :
! 111 Provider St.
Signature on Fi Provider Town, NC 12345
gnatur i}
st S 11/16/03 ene 0000000 swer 1000000
APPROVED 8Y AMA CIL ON MEDICAL (CE 8/ PLEASE PRINT OR TYPE  APPROVED OMB-0938-0008 FORM CMS-1500 (12-00), FORM RRB-1500
¢ coun CAL SERVICE 8/60) S APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autnonze the reiease of an

'y medical o other information necessary
10 process this claim. | aiso request payment of government benefits either 1o myself or 10 the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonize
payment of medical benefits to the undersigned physician or supplier for
services described below

PLEASE — °Private Provider 4
DO NOT °Periodic Screening é
iT?::_SE L] °Vision only ;%
AREA 2
I 3
eica HEALTH INSURANCE CLAIM FORM PICA v
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a INSURED'S |.D. NUMBER (FOR PROGRAM IN ITEM 1; T
HEALTH PLAN __ BLK LUNG _
[ (Mecicare #) . (Medicaxt #) " (Sponsor's SSN) (VA File #) ~™  (SSN or ID} (SSN; (D) 222222222X ’
2 PATIENT'S NAME (Last Name, First Name, Migdie Intial] 3 PATIENTS BIRTH DATE Sex 4 INSURED'S NAME (Last Name. Firsi Name. Miadie inial;
Recipient, Jane B9 2000, — e x
5. PATIENT'S ADDRESS (No . Street; 6. PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS (No.. Street)
111 Recipient Street Sefl — Spouse”  Chis | Omer
CITY STATE | 8 PATIENT STATUS CiTY STATE -4
Recipient Town ] Singe Mamec _ Other S
ZiP CODE TELEPHONE (Incluge Area Code) - - - 2IP CODE TELEPHONE (INCLUDE AREA CODE) ‘];
12345 (999 999-9999 | Emeores— putme — pantme ) 5
9. OTHER INSURED'S NAME {Last Name, First Name, Middie Intialj 10. 1S PATIENT'S CONDITION RELATED TO 11, INSURED’S POLICY GROUP OR FECA NUMBER %
2
a. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) a }NSURE:}E DATSDOF EIVRJH SEX g
i YES ~NO M F j" l£
b. OTHER INSUREDQ'S DATE OF BIRTH SEX b AUTO ACCIDENT? PLACE (State} [b EMPLOYER'S NAME OR SCHOOL NAME a
MM DD . YY y— . ~ s ~ o ) 5
¢. EMPLOYER'S NAME OR SCHOOL NAME ¢ OTHER ACCIDENT7 - c. INSURANCE PLAN NAME OR PROGRAM NAME E
T Es “TNo E
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE @. 1S THERE ANOTHER HEALTH BENEFIT PLAN? :
CYES  _ UNO it yes. return 1o and complete em 9 a-d J

PREGNANCY(LMP)

below.
SIGNED - S DATE SIGNED e —
14 DATE OF CURRENT. 4 'LLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OGCUPATION
MM DD . YY INJURY (Accident) OR GIVE FIRSTDATE MM . DD 1 YY FROM MM . D0 YY 0 MM DD ¢ YY
' : ; : |

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

17a. 1.0. NUMBER OF REFERRING PHYSICIAN

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM oD Yy MM Yy

. DD,
FROM T0 i
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
ves T no

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

=

22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO

! 0.2 23. PRIOR AUTHORIZATION NUMBER J
2L Al .

24 A B Cc | 0 € F [ ¢ H | K 2

DATE(S) OF SERVICI Place | Type |PROCEDURES, SERVICES. OR SUPPLIES DIAGNOSIS DAYS [EPSD’ RESERVED FOR Q

MM F’Sg YY MM Elr;n v [Seoncdsenn corhren M e cooe scrarces | 0f | ame| eme | cos | rocaLuse E

| 10°05: 0310 05 03|11 99392 |EP 80 33 {1 z

' W

b3

10,05, 03 10 05 03| 11 99173 IEP 0:00 (1 z

w

3

. 2

! . I a

3| =1

@

| , | «

. » l ‘ z

<

| S

5 @

2

. T

6 . . o
25. FEDERAL TAX |.D. NUMBER SSN EIN 27 ACCEPT ASS\GNMENT"' 28 TOTAL CHARGE 29 AMOUNT PAID 30 BALANCE DUE

. 26. PATIENT'S ACCOUNT NO
i

YES

i __(For gowt. claims, see back

NO s

® 8033 | 80:33

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
(NCLUDING DEGREES OR CREDENTIALS
{t certify that the statements on the reverse
apply to this biil and are made a part thereof.)

RENDERED (If other than home or office)

sSégnature on Filg. /49 /03

32. NAME AND ADDRESS OF FACILITY WHERE SéRV\CES WERE

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
A k
4FPHONEY pr, Joe Provider

111 Provider Street
Provider Town, NC 12345
ems 0000000 [ se»+ 10000000

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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Recipient, Jane

SIE)EIGcS)? — °Private Provider
STAPLE ] °Periodic Screening
THTE;XIS S ——————— °Vision and hearing
_ °Referral Indicator
i IPIcA HEALTH INSURANCE CLAIM FORM pica TTT
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER] 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
HEALTHPLAN __ BLKLUNG
(Moctcare #) [ (Mocicaid #) [ (Spansors SSN) [ (VA Fie #) [ (SSNariD] ] (SSN) [ ) (D) 333333333X
L‘FA.TTE-NTS NAME (Last Name, First Name, Middle Initial} 3. PATIENT'S BIRTH DATE 4. INSURED'S NAME (Last Name, First Name, Middle Initial)

4119 19850 1 7 e rx

5. PATIENT'S ADDRESS {No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
- ) el |
111 Recipient Street soit [7] spouse("] crial ] Omer]
cITy STATE | 8. PATIENT STATUS CITY STATE
Recipient Town NC Single[ | Marded [ ] Omer []
21P CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Fult-Time Part-Time
12345 (999)999-9999 [ swoem [ ] Sugent | ] C )
9. OTHER INSURED'S NAME (Last Name, First Name, Middle inttial) 10. 1S PATIENT'S CONDITION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMBER
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSUHEBS DATSDOF ElyRYTH SEX
| |
O [ L v O
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME
MM , DD ! Yy ; —
) M1 F [ves [[Ine ,
c. EMPLOYERS NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
] ves jno
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

PATIENT AND INSURED INFORMATION —— 3§~ | <— CARRIER—>»

[Jves [T1 N0 #tyes rew o and compiete tom 9 a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authonze the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
1o process this claim. | also request payment of government benefits either 1o myself of 10 the party who accepts assignment services cescribed below.
below.
SIGNED DATE ____ SIGNED Y
14, DATE OF CURRENT: 4 ILLNESS (First symptom) OR 15. [F PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16, DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM 1 DD 1YY INJURY (Accident) OR GIVE FIRSTDATE MM | DD MM ) DD
! ! PREGNANCY(LMP) ‘ ' FROM 0
7. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 76 HOSPITALIZATION DATES RELATED TO GURRENT SERVICES
MM | DD | YY MM | DD | YY
FROM 1 | 10 I i
19. RESERVED FOR LOCAL USE 20 OUTSIDE LAB? S CHARGES
[Jves [ Ino | l
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE} 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO
1 V20,2 Al .
23. PRIOR AUTHORIZATION NUMBER
21460, sl .
Y B C 5] 3 F G H | J K >
DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES. OR SUPPLIES|  piacNosIS DAYS [EPSD ResenveDFoR 1
From o t t (Explain Unusual Circumstances) R | Family cos =
MM___ DD VY MM DD Y¥lSenicdSenicel CPTHCPCS 1. MODIFIER cooe SCHARGES  |uNiTs| Plan | EMS LOCAL USE 2
| | : | i T
|12. 09 03 12 09'03]11 99385 |EP 8033 | 1|R 5
7
z
12 09 0312 09 0311 87081 I ' 12310 1 2
2| I ! w
N -
12, 09 03{ 12 09, 0311 99172 IEP; 000 1 g
3 H >
\ ‘ , ! -
L2 09 03/ 12 09 03{11 92551 | EP; 0:00 1 S
g . ! ! 2
‘ . <
i ' | | [ | o
54 . I . H
i z
| | J i i . o
o ! ! : !
25 FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO, 27. ACCEPT ASSIGNMENT? |28, TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
(For gow. clans. see back} X 9243
] fT 1 ves m NO s 92 431 ) $ |
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE # i
(I cortity that tha stataments on the reverse Dr. Joe Provider
apply to this bill and are made a part thereot.) :
ee ° 111 Provider Street
) . Provider Town, NC 12345
sagnature on Filgeq1o/15/03 ews 0000000 caes ] 000000
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB8-0938-0008 FORM CMS. 1500 (12:90), FORM RRB-1

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB- 0720 0001 (CHAMPUS)
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PLEASE
DO NOT
STAPLE
IN THIS
AREA

" T Pica

°Private Provider

°Periodic Screening

[+]

Referral Indicator

°Immunizations
HEALTH INSURANCE CLAIM FORM

PICA

1. MEDICARE MEDICAID CHAMPUS CHAMPVA ELK LUNG OTHER
| (Medicare #) 'j {Medicaid #) j (Sponsor's SSNj ’_‘ (VA Filg #) F (SSN al /D) [—" (SSN)

1a. INSURED'S |.D. NUMBER

111111111X

(FOR PROGRAM IN ITEM 1)

i
2 PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE

SEX
Recipient, Joe 09 | 06! 200m X f

4. INSURED'S NAME (Last Name, First Name. Middle Initial)

5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED

111 R t Street SeIID SpcuseD cmxaj omer':!

7. INSURED'S ADDRESS (No., Street)

CITY STATE | 8. PATIENT STATUS cImy STATE
Recipient Town NC Single[ | Married ] Omer []
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Pant-Time
12345 (999 999-9999 [ Siocom || Sucem ( )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES NO
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State)
; DD, YY —
‘ e Ches (e

c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT?

[ Jves

DNO

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM, DD Yy —
M
L

) '
b. EMPLOYER'S NAME OR SCHOOL NAME

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

Tlves Tno

If yes. return to and complete item 9 a-d.

PATIENT AND INSURED INFORMATION —————— |-4— CARRIER —>

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment
beiow.

SIGNED DATE

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

SIGNED

ILLNESS (First symptom) OR
INJURY (Accident) OR

14_DATE OF CURRENT;
MM T DD 1YY ‘
! ! PREGNANCY(LMP)

GIVE FIRST DATE MM 1
00!

106 ‘0000

15. IF PATIENT HAS HAD SAME OR S\M\LAH ILLNESS.

16, DATESJ,:TIENB’DUNAELE TO WORK IN CURRENT OCCUF'ATION

FROM 1 T0

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a.1.0. NUMBER OF REFERRING PHYSICIAN

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
, DD | YY MM |, DD , YY

FROM ! ' T0 ’ '

19. RESERVED FOR LOCAL USE

20. OUTSIDE LAB?

[Clves  [Tino

$ CHARGES

21. DIAGNCSIS OR NATURE OF ILLNESS OR iNJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE} 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO
LV20.2 s l—— 23. PRIOR AUTHORIZATION NUMBER
21 382.9 Al
24 A B c 0 E F G FH ] J K
- DATE(S] OF SERVICE,_ Piace | Type | PROCEDURES, SERVICES, OR SUPPLIES|  pracnosis BAYS EF’:i(DJ RESERVED FOR
MM DD YY__ MM DD YY|sem - cp‘rinégp?:lg Um;suaM%g#Tés:aances) CODE § CHARGES orirs| ooyl EMG | COB LOCAL USE
112270301122 93 | 11 99392 | Ep 80'33[1 (R
11 22:03[11122 03 | 11 90471 IEP 13'71 {1
11 22:03|11:22 03 | 11 90472 | EP. 13‘71 1
1122103 11,22 03 | 11| |90645 | 000 |1
J 11 22103{11:22:03 | 11 90713 l : 0001
11 22;03[11:22.03 | 11| |90669 | | 0100 | 1
25, FEDERAL TAX 1 D. NUMBER 55N EN 26. PATIENT'S ACCOUNT NO 7 BCCERT ASSIGNMENT ™28 TOTAL CHARGE 29 AMOUNT PAID [ 30. BALANCE DUE
i I ves | ] no s 10775 5 s 107,75

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE

INCLUDING DEGREES OR CREDENTIALS RENDERED (if other than home or office) & PHONE # .
(I certity that the statemonts on the reverse Dr. Jane Provider
apply to this bill and are made a pant thereot.) 111 Provider Street
Signature on File Provider Town, NC 12345
SIGNED oate 12/01/03 end 0000000 arer 1000000

PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE

APPROVED OMB8-0938-0008 FORM CMS-1500 (12-90),
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB8-0720-0001 (CHAMPUS)

FOAM RRB-1500,
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TELEPHONE ¢incluge Area Cooe! ]
i

'j OTHER INSURED'S POLICY DR GROUP NUMBER

o OTHER INSURED'S DATE OF BIRTH SEX
MM DD oYY . -
\ F

< EMPLOYER'S NAME OR SCHOGL NAME

a EMPLOYMENT? (CURRENT OR PREVIOUS:
YES
b AUTO ACCIDENT"
YES
¢ OTHER ACCIDENT?
YES

gLoEré‘cSﬁ — °Private Provider
STAPLE I ———— °Periodic Screening =
IN THIS R — ° izations g
AREA Immunizat g
] g
bicA HEALTH INSURANCE CLAIM FORM EI v
© MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 12 INSUREL S 1€ NOMBER OR PROG - ﬁ‘r
HEALTH PLAN BLX LUNG -
Meacare #.  Meacac & (Sponsors SSN) WA Fie & Sshorio N e 222222222X [
2 PATIENT'S NAME (Last Name - st Name. Midadie Iniua. e r« H ENT SDB\RTF CATE SEX 4 INSURED'S NAME \Las: Name First Name Mage ina ’ |
t, Joe 1 O 06 03 ~x F
5 PATIEN SADDRESS’VN'D Sireet, €& PATIENT RELATIONSHiP TO INSURED ’7 INSURED'S ADDRESS e | Street” | "
11
L 111 Recipient Street Spavse  Cnie one !
CiTy STATE |8 PATIENT STATUS f‘ STATE /
Recipient Town Snge  Marnec Ome: |
[zrcoce 217 CODE SHONE NCLUDE AREA Cope j
Emptovec Full-Time "JH Twmé‘ 3
| 12345 999 999-9999 i i () [
2 OTHER INSURED S NAME (Last Name, Frrst ame, Miaaie inina. 10 IS PATIENT'S \,\)NCW\ON QELA »D TO 1Y INSURELD'S PCLICY GROUP OR FECANUMBER
;

V
m
>

a INSURED'S DATE OF BIRTH
MM oo Yy
NO M "

PLACE (Statei (b EMPLOYER'S NAME OR SCHOOL NAME

NO

¢ INSURANCE PLAN NAME OR PROGRAM NAME
NO

3 INSURANCE PLAN NAME OR PROGRAM NAME

100 RESERVED FOR LOCAL USE

PATIENT AND INSURED INFORMATION

c. 1S THERE ANOTHER HEALTH BE

NO

‘_“l

YES If yes return 1o ano complete tem § a-

{12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autnor, 12€ the release of any meqicai
10 0rocess inis claim | also request payment of

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
or otner intormanon necessary
government penefils eitner 1o mysert of 1o the party wno accepts assignment

13 INSURED'S OR AUTHORIZED PERSON NATURE 1 authorize
payment of medical benefits to the uncersigri-a physician or supphier for
services gescribed beiow

oelow
SIGNED - . S DATE _ SIGNED
T4 qA TE o» CURBENT ILLNESS (Firs: symptom OR 15. 1F PATIENT HAS HAD SAME OR SWHLAR FLUNESS. | 16 DATES PATIENT UNABLE TO WORK IN C JRRENT OCCUPAT\ON
INJURY (Accicent) OR GIVE FIRST DATE MM oo}
PREGNANCY(LMP! 11 1 1 1 ‘] 11 FROM T0

£ OF REFERRING PHYSICIAN OR OTHER SOURCE

’ 17a 1D NUMBER OF REFERRING PHYSICIAN

18 HOSPY TAUZAT\ON DATI E:. RELATED TO L,URFENT SERWCEﬁ

|

FFOM TC

15 RESERVED FOR LOCAL USE

20 OUTSIDE LAB? S CHARGES

YES NC

21. DIAGNOS!S OR NATURE OF ILLNESS OR INJURY (RELATE ITEMS |

2.30R 4 TO ITEM 24E 3 LINE j

20 MEDICAID RESUBMISSION
CODE ORIGINAL REF NO

—— > |

T LV20.2 b — 23 PRIOR AUTHORIZATION NUMBER ‘
o L P,

= £ DATES) OF SERVICE Iu.ace Tyie ‘PROCEDURES s&ncwcss‘on sunpusg DIAG p - - ]DrYS‘rE'”gD — ] nsssa:/m FOR &
’ 1AM Yy MM ’ M,,,Jc o y T'Eiﬂzz um}wa&&mum;awam “TCUONDO;'5 S CHARGES US}L ;;;::YT] EMG | coB LOCAL USE ﬂ"é
cocs t s
1210 03]12 10 03 | 1] |00381 | Ep 80 33| 1| | S
12 10 03112 10 03' ‘ ‘90471 | EP 13 711 ‘ z
w
I ]
L‘IZ 10 03‘12 10 03 11' 90472 | EP 137111 [ g
7]
J 1210 03/12 10 03 11‘ 90744 | 0001 ‘ 8
<
s 12 10 03/12 10 03 11’ 90700 | 0 00’ 1 ‘ ’ | | o
| | |

¢ 25 FEDERAL TAX 1.D NUMBER SSN EIN 26 PATIENT'S ACCOUNT NO AC ’%Eij:a;f;%Eégc: 28 TOTAL CHARGE 23 AMOUNT PAID J30 BALANCE DUE

_ e no s 107 75 | 107 75

31. SIGNATURE QF PH

iCIAN OR SUPPLIER

32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

33 PHYSICIAN'S, SUPPLIER'S BILLING NAME. ADDRESS, ZIP CODE

INCLUDING DEGREES OR CREDENTIALS RENDERED {It otner than nome or office & PHONE #
ii certly that the statements on the reverse Dr. Jane Recipient
apply 1o this bill ana are made a part thereol | 1 1 .] Provider Street
Signature on File Provider Town, NC 12345
SIGNED pate 12/24/03 ere_ 0000000 s=2: 1000000

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

APPROVED OMB-0338-0006 FORM CMS-1500 (12- 90), FORM RRB-1500.
APPROVED OMB-1215-0055 FORM OWCP-1500 APPROVED OMB-0720-0001 (CHAMPUS;
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°Private Providers
°Periodic Screening

DO NOT °Vision and hearing
,QNT ?: ,LSE T ———— °Immunizations (see next claim) g
R =
AREA . P
_ °Paper billers only/split claim ©
PiCa HEALTH INSURANCE CLAIM FORM o.ca N
1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a INSURED'S ' D NUMBER FOR PROGRAM I8 [TEM - r
HEALTHPLAN _ BLK LUNG ‘
(Meaicare #; Meaicaid # (Sponsor s SSN iVA Frie #) (SSN or iD 1SSN. o 333 -;3 3 3 3 3X | |
12 PATIENT S NAME (Last Name. First Name. Micale inial, 3 PATIENT'S BIRTH DATE 4 INSURED'S NAME (_ast Name. Firsi Name Macle mitia, l
MM DD oYY . SEx [
Recipient, Joe 08 01 1998+ x * |
5 PATIENT'S ADDRESS (No.. Street) ] 6 PATIENT RELATIONSHIP TO INSURED T INSURED'S ADDRESS (Nu . Sireet “
111 Recipient Street I Set  Spouse  Chic omer J
CiTy (STA'E 8 PATIENT STATUS TY ’ STATE z
(=]
Cipient Town. NC Single Marrec Otner ‘,:
ZiP CODE TELEPHONE (inciuce Area Code, —l 2IP CODE TELEPHONE (INCLUDE AREA CODE g
E Full-Tu — Par.Ty
12345 (999) 999-9999 T S e C

9 OTHER INSURED'S NAME (Last Name. Frrst Name. Midgdle Inal;

|
|

L

10 IS PATIENT'S CONDITION RELATED TO

a OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) a INSURED S DATE OF BIRTH SEX
T ves ~ NO MM 0o v M F
5. OTHER INSURED'S DATE OF BIRTH SEX 5 AUTO ACCIDENT? PLACE (State] (5 EMPLOVER S NAME OF SCHOOL NANE
MM vy i . ves ~ o ) L
[ ¢. EMPLOYER'S NAME OR SCHOOL NAME ¢ OTHER A:E\bENT7 ) <. INSURANCE PLAN NAME OR PROGRAM NAME
YES NO

11 INSUREDR'S POLICY GROUP OR FECA NUMBER

¢ INSURANCE PLAN NAME OR PROGRAM NAME 10c. RESERVED FOR LOCAL USE

C IS THERE ANOTHER HEALTH BENEFIT PLAN?

YES NO  1f yes return to and complete ilem § a.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
72 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autnonize the reiease of any medical of oiner informa
10 process tnis claim. | aiso request payment of government benefits eitner 1o mysell or 10 the party wno accepts as
below
SIGNED -

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorze
payment of medical benefits 10 the unaersigned physician or supplier for
services descrived below

tion necessary
ssIgnment

18. RESERVED FOR LOCAL USE

_ DATE . . ; SIGNED L
14, DATE OF CURRENT- 4 ILLNESS (Frrst symptom) OR 13 G L TIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16 DATES PATIENT UNABLE TO WORK N CURRENT OCCUPATION
MM DD vy ‘ INJURY (Accident) OR GIVEFIRSTDATE MM DD YY M DD vy MM DD . YY
PREGNANCY(LMP) FROM To
17 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a LD NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED 1O CURRENT SERVICES
MM jols] Yy MM ola] Yy
FROM T0
20 OUTSIDE LAB? S CHARGES

YES NO

(21 DIAGNGSIS OR NATURE OF ILLNESS OR INJURY (RELATE ITEMS 1.23 OR 4 TOITEM 24E BY LINE)

=

22 MEDICAID RESUBMISSION
CODe ORIGINAL REF NO

T > | ~————— PATIENT AND INSURED INFORM

(Fargovt cia
YES

SSN EIN

. 1V20.2 s .~
23 PRIOR AUTHCRIZATION NUMBER
2 — 4 L___

A B C C ] 3 F T'cT+w [ X — ]z
DATE(S} OF SERVIC Place | Type |PROCEDURES. SERVICES. OR SUPPLIES (AGH DAYS |EPSDT] C_)
MM F'ncg ‘W MM I E::DD vy SESIE egce cwﬁéﬂggUnjshaﬁ‘.aggrﬂsz‘ames DACCONDOES[S $ CHARGES uans|Fam | ema | cos HE"SOE:ILEB;OR _]g
11101 03 11 01 0311 99393 |EP 80 33 |1 | L] 8
2
411 01 03 11 01 o311/ 99173 _|EP 000’1! ’ ‘ g
-
L1101 03 11 01 0311’ 92552 | EP 000‘1] ’ ’ g
| HERR 5
. l z
<
| | HEEN
S| w
] >
I
: | | L LT g

25 FEDERAL TAX I.D NUMBER 26 PATIENT'S ACCOUNT NO 27 ACCEPT ASSIGNMENT? 28 TOTAL CHARGE 29 AMOUNT PAID 30. BALANCE DUE

Ims. see back)
NO

; 80 33/, 33

$

31 SIGNATURE OF PHYSICIAN OR SUPPLIER
CLUDING DEGREES OR CREDENTIALS
{i cently that the statements on the reverse

apply to this bill ang are made a part thereof )

RENDERED (If other than home or office)

L

Signature on File
04a1£12/10/03

—

SIGNED

32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

33 PHYSICIAN'S. SUPPLIER'S BILLING NAME. ADDRESS. 2IP CODE
§FHONS'Dr, Jane Provider
111 Provider Street
Provider Town, NC 12345

ervs 0000000 [ssee 10000000

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM CMS- 1500 {12-90;. FORM RRB-1500,
APPROVED OMB-1215-0055 FOAM OWCP-1500 APPROVED OMB-0720-0001 {CHAMPUS)

20
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Continued from previous claim
. : A
PLEASE ] °Private Provider \
° . .
STAPLE ] Immunization only ©
IN THIS I . . ; I
AREA °Paper billers only/split claim from g
I previous page 3
PICA HEALTH INSURANCE CLAIM FORM eca \
1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 'a INSURED'S I D NUMBER IFOR PROGRAM IN ITEM -
_ __ HEALTHPLAN __ BLKLUNG _ 1111X T
(Mecicare #} ~ (Medicaid #) T (Sponsor's SSN; (VA File #) (SSN or 1D} (SSN1 {iD: 1 1 1 1 1
2 PATIENT'S NAME (Last Name. FI(S; Name. Midcie initial) " 3 PATIENT S B\WTCVDATE 3 4 INSURED'S NAME iLast Name. First Name Micdie Initialt
Recipient, Joe 08 01 1998« X ~
5 PATIENT'S ADDRESS (No . Street) 6 PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS (No . Sireet
111 Recipient Street Seit  Spouse | Chic Otner
CiTy STATE (8 PATIENT STATUS CiTY STATE 2
. . o
Recipient Town NC Snge  Mames  Omer =
2IP CODE TELEPHONE (include Area Coae! ZIP CODE ]TELEPHONE (INCLUDE AREA CODE ‘;
Employed —  Futi-Time Pan-Time — ( ) o
(999) 999-9999 St Saam | g
9. OTHER INSURED'S NAME (Last Name. First Name. Miadle inmal| 10. 1S PATIENT'S CONDITION RELATED 10 11. INSURED'S POLICY GROUP OR FECA NUMBER Li
]
a. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) a \NSUHE&S DAT[E)DOE ElyFlJH SEX g
T YES T NO M F %z
b. OTHER INSURED'S DATE OF BIRTH SEX b AUTO ACCIDENT? PLACE (State) [b EMPLOYER'S NAME OR SCHOOL NAME - 5
YY —
MM DD M 3 VES NO z
c. EMPLOYER'S NAME OR SCHOOL NAME ¢ OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME E
— —_— w
Y -
B ES NOC H
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR _OCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
YES  ND  Ifyes. et to ana complete fem 8 a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM 13 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autnorize the reiease of any medica! or other information necessary payment of medical benetits to the undersigned physician or suppher for
lo process tis clam. i aiso request payment of government benefits either to myseif or 10 the party who accepts assignment services described beiow
below.
SIGNED . ___ .. DATE _ e SIGNED __ L .
14 DATE OF CURRENT ILLNESS (Fur; mptom) OR 15, IF PATIENT HAS HAD SAME OR SIMlLAR ILLNESS. | 16 DATES PATIENT. UNABLE TO WORK IN CURRENT OCCUPATION
MM DD Yy { INJURY 1Accmer‘l OR GIVE FIRST DATE MM folo} DD Yy MM DD Yy
PREGNANCY(LMP) FROM TO
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18, HOSPITAUZAT!ON DAT[S RELATED TO CURRENT SERV(CES
oo}
FROM TO
19 RESERVED FOR LOCAL USE 20 CUTSIDE LAB? $ CHARGES
T ves No
21. DIAGNGSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO
L_V04.0 a
23. PRIOR AUTHORIZATION NUMBER
le b sl
[24 A 8 T cJ 3] E £ G | H [ K z
DATE(S) OF SERVICE, Piace | Type |PROCEDURES. SERVICES, OR SUPPLIES| [ -0 o Dé;s EFPS[TT BESERVED FOR o
rom t of {Explain Unusual Circumstances! CODE amily 8 =4
MM DD ___YY MM DD YY|s CPTHCPCS | MODIFIER CODE $ CHARGES uniTs| pian | EMG | CO LOCAL USE g
o©
4110103111 01 0311 |90471 |Ep 13 71 |1 | §
z
11 01 03(11 01 03 11 90472 ’EP 1371 11 z
g w
P
00} 1 &
1101 0311 01 03 1 90713 | 0 o
=1
2]
1 >
411 01 03[11° 01 03 11 90700 | 0 00 o
S
8]
s 11 01 03[11 01 03 11 90707 | 0 001 g
4
I
a
&}
25 FEDERAL TAX .D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO 27 ACCEPT ASSIGNMENT? |28 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
L __(Forgowt clams. see back) ’
vES NO s 27.42 s 27 42
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 133 PHYSICIAN'S, SUPPLIER'S BILLING NAME. ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED {if other than home o office) & PHONE # .
(I certity that the statements on the reverse Dr. Jane Provider
apply to this bill and are made a pant thereot ) .
111 Provider Street
Signature on File Provider Town, NC 12345
sione ot 12/10/03 #x:0000000 | 62++1000000
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0936-0008 FORM CMS-1500 (12-90). FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-! 0720-0001 (CHAMPUS)
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°Private Provider

° . . . A
PLEASE | Periodic Screening
DO NOT Ovps s . |
STAPLE R — Vision and hearing «
IN THIS - ] °One Immunization T
AREA s
I °Pa§)er billers onl /s lit clalm ©
o HEALTH INSURANCE CLAIM F )
1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FEC, OTHER| 1a INSURED'S1.D NUMBER 1FOR PROGRAM IN (TEM < -
. ___ HEALTHPLAN __ BLKLUNG
(Medicare #) — (Medicaid #) {Sponscr - SSN) (VA File #) (SSNor 1D: ISSNi (iD. 33333333 3X
2. PATIENT'S NAME (Last Name. First Name. M inal) - 3 PATIENT'S BIRTH DATE 4 INSURED'S NAME (Last Name. First Name. Miadle Inials
MM DD YY o SEx
| Recipient, Jane 08 01 1998w F X ‘
5. PATIENT'S ADDRESS (No.. Street) 6 PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS (No . Streety ‘
111 Recipient Street ser " Spouse  Chic Omer
ciIy STATE |8 PATIENT STATUS CITY i STATE 4
e —- — [=]
Recipient Town NC Single _ Mamea Oer | E
2ZIP CODE TELEPHONE (include Area Coae} ZIP CCDE TELEPHONE (INCLUDE AREA CODE} g
Employed —-  Fuil-Time Pan-Time - — ( ) <
999 999_9999 Stugent Staent 3
9. OTHER INSURED'S NAME {Last Name. First hame. Miadle Intial) 10.1S F‘AT\ENT S CONDITION RELATED TO 11, INSURED'S POLICY GROUP OR FECA NUMBER %
&
a OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) a lNSuRED"i DATEDOF BIRTH SEx g
- Mi YY
TYES T NO M F g
b. OTHER INSURED’S DATE OF BIRTH SEX b AUTO ACCIDENT? PLACE (State) [p EMPLOYER'S NAME OR SCHOOL NAME E
oD . vy . — s
M F o YES o NO o b3
¢ EMPLOYER'S NAME OR SCHOOL NAME ¢ OTHER ACCIDENT? ¢ INSURANCE PLAN NAME OR PROGRAM NAME
U ves e}
10d RESERVED FOR {LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

 S—
d. INSURANCE PLAN NAME OR PROGRAM NAME

YES NO

It yes. tewurn to and complete item 9 a-d

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze tne release of

any medical or ather iformation necessary
o process this claim. | aiso request payment of government benefils either 1o mysell or 10 tne party who accepts assignment

13 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonize
payment of medical benetits to the undersigned physician or suppher for
services described below

below
SIGNED . . . .. e DATE SIGNED —
14 DATE OF CURRENT ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16 DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM DD Yy INJURY {Accident) OR GIVE FIRST DATE MM pole] Yy MM DD Yy MM oD Yy
PREGNANCY(LMP) FROM TO
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a.1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPIT, AL\ZATION DATES RELATED TO CURFI:NT SERV}CES
FROM T0
20. OUTSIDE LAB? S CHARGES

19. RESERVED FOR LOCAL USE

YES NO

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE [TEMS 1.2.3 OR 4 TO ITEM 24E BY LINE)

~ CODE ’ ‘

22. MEDICAID RESUBMISSION
ORIGINAL REF NO

PHYSICIAN OR SUPPLIER INFORMATION > | «———— PATIENT

LV20.2 [
23 PRIOR AUTHORIZATION NUMBER
2 — 4l
24 A B C [5) E F G H | J K
£ GATE(S) OF SERVICE_ Piace | Type [PROCEDURES. SERVICES. OR SUPPLEES| -~ DAYS [EPSDT] RESERVED FOR
MM ’gg vy MM DD v |semn o cwflrsépplg’s‘Umisuarlagvocw":r:“ss?nces} CODE $ CHARGES US'?S P:'r:::y EvG | €08 LOChrUse
1101 03/11 01 03] 11 99393 |k 80 33 |1
1101 03{11 01 03| 11 99172 IEP 000 1
2
41101 03/11 01 03] 11 92552  |EP 0 00 |1
1101 1 03/11 01,03 11 90471 [EP 13711 11
11 01 03]11 01 03| 11 90713 | 0 00 |1
K 25 FEDERAL TAX |.D. NUMBER SSN EIN 26 PATIENT'S ACCOUNT NO. 27(é§€%3‘7$§g§§;€5‘%‘£;‘ 26 TOTAL CHARGE 29 AMOUNT PAID 30. BALANCE DUE
s 94 04

YES

NO $

94 04 | : s

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{l certity that the statements on the reverse
apply 10 this bill and are made a part thereof.)

RENDERED (If other than home or office}

Signature on File
SIGNED oate 11/6/03

32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

33 PHYSICIAN'S, SUPPLIER'S BILLING NAME. ADDRESS, ZIP CODE
HPRONY Dy, Joe Provider
111 Provider Street
Provider Town, NC 12345
=ne 0000000 sres 1000000

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM CMS- 1500 (12- -90), FORM RRB-1500,
APPROVED OMB-1215.0055 FORM OWCP-1500, APPROVED OMB- 0720-0001 (CHAMPUS)
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Continued from previous claim

a. OTHER iINSURED'S POLICY OR GROUP NUMBER

YES
b. OTHER INSURED’S DATE OF BIRTH SEX b AUTO ACCIDENT?
MM D vy _
M YES
. EMPLOYER'S NAME OR SCHOOL NAME ¢ OTHER ACCIDENT?
" ves

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

a. INSURED'S DATE OF BIRTH SEx
MM DD YY }
NO M P
PLACE (State} [b. EMPLOYER'S NAME OR SCHOOL NAME =
T NO
¢ INSURANCE PLAN NAME OR PROGRAM NAME
e}

DO NOT Private Provider -
STAPLE ] ° . : nl N
IN THIS . | Immunizations only T
AREA <
] S
eica HEALTH INSURANCE CLAIM FORM pica '
1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROuP FECA OTHER| 1a INSURED'S .D NUMBER 1FOR PROGRAM IN ITEN 1 =
HEALTH PLAN _ BLK LUNG __
(Medicare #) "~ (Medicaio #) " (Sponsor's SSN) (VA File #) (SSN or 1D} (SSN:! (D) 333333333 T
2 PATIENT'S NAME (Last Name. First Name. Miadie Inital} - 3. PATIENT'S BIRTH DAfE 4 INSURED'S NAME icast Name First Name. Migale Intiar) ‘
MM DD YY s
ipient, Jane 08 01 1998w FX |
5 PATIENT'S ADDRESS iNo.. Street) 6. PATIENT RELATIONSHIP TO INSURED 7 iINSURED'S ADDRESS (No . Street
111 Recipient Street Sef  Spouse | Chic  Omer
CITY STATE | 8. PATIENT STATUS CITY STATE z
- — E )
1 D1 i _NC Single  Marned Other s
2iP CODE TELEPHONE (Include Area Coae) 2P CODE TELEPHONE (INCLUDE AREA CODE g
1 2345 99 999_9999 Employed — Full-Time -—  Part-Time ( ) o
( 9 Student Stugent )
9. OTHER INSURED'S NAME (Last Name, First Name, Migole Intalj 10.1S PATIENT'S CONDITION RELATED TO 11 INSURED'S POLICY GROUP OR FECA NUMBER ;
o

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

YES NO If yes. return to and compiete ilem @ a-d

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autnonize tne release of any
to process this clam | aiso request payment of government benefts eith

y Meaical or olner information necessary
er to myseif or 10 the party who accepts assignment

13 INSURED'S OR AUTHORIZED PEASON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described beiow.

PREGNANCY(LMP)

below.
SIGNED S DATE SIGNED - o e
14. DATE OF CURRENT ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM [l ) YY { INJURY (Accident) OR GIVE FIRST DATE MM oD 1YY FROM DD Yy T0 MM+ DD . YY

17a.1.D. NUMBER OF REFERRING PHYSICIAN

|

T > | <—————— PATIENT AND INSURE

L

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD YY MM, DD . YY
FROM T0
19 RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
“ves T no
21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO [TEM 34E BY LINE) 22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO
1 LV04.0 a .
23 PRIOR AUTHORIZATION NUMBER
2l . L S,
24 A T8 C D E F G H J K 4
DATE(S) OF SERVICE Place | Type |PROCEDURES. SEAVICES. OR SUPPLIES DAYS [EPSDT] RESERVED FOR 1O
From o ’ DIAGNOSIS on b o
MM DD Yy MM DD vYlsecdsen corhiraa M e CODE SCHARGES | nirs| pian | EMG | COB | LocAL UsE §
3
! 01 03] 11 01 0311 90471 | EP 0.00 |1 5
r4
| 1101 0311 01 03] 11 90472 | EP 1371 |1 =
w
=
4 11.01:031 11 01 03] 1 90700 | 0 00 |1 g
3
7]
1101 .03 11 01 03} 11 90707 000 |1 x
p l
z
<
| g
5 o
>
T
5 | o
25 FEDERAL TAX 1D NUMBER SSN EIN 26 PATIENT'S ACCOUNT NG 27 ACCEPT ASSIGNMENT? |28 TOTAL CHARGE 23 AMOUNT PAID | 30, BALANCE DUE
o _(For gowt. claims, see back)
— YES NO $ 13 71 |s s 13 71

31, SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(! ceruly that the statements on the reverse
apply to this bill ana are made a part thereof )

RENDERED (If other than home o office)

Signature on File

SIGNED DATE

11/6/03

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

33 PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE # .
. Joe Provider
111 Provider Street
Provider Town, NC 12345
0000000 sre 1000000

PIN#

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500. APPROVED OMB-0720-0001 (CHAMPUS)
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5 PATIENT'S ADDRESS (No.. Street

6. PATIENT RELATIONSHIP TO INSURED

7 INSURED'S ADDRESS (No . Street

gLoErﬁgi _ °Private Provider 4
STAPLE L °Interperiodic Screening =
IN THIS L] T
I 3
(8]
- HEALTH INSURANCE CLAIM FORM v
MEDICARE MEDICAID CHAMPUS CHAMPVA GROL#F PLAn ;EECW OTHER[ ta INSURED'S 1.0 NUMBER [FOR PROGRAM IN ITEM * T
EALTH PL, G
(Medicare &) (Meaicaid #)  (Sponsors SSNI " (VA Fie #) e o™ SsN = o, 222222222X
2 PATIENT'S NAME (Last Name. First Name, Miodle nsaly [ 3 PATIENT'S BIRTH DATE SEX 4 INSURED'S NAME (Last Name First Name Miagie Ininal I
M YY . _
Recipient, Jane 67 61 97 F X

111 Recipient Street Se  Spouse  Chic Otner
CITy STATE |8 PATIENT STATUS cITy [state z
- | o
ient Town NC Single Marnea Otner g
TELEPHONE (Include Area Code; 2iP CODE ELEPHONE (INCLUDE AREA CODE Ig
9 9 Empioyec Full-Time -~—-  Par-Time -— ( ) o
( 99 ) 99—9999 Student Student (o]
§ OTHER INSURED'S NAME (Last Name. Fist Name. Midale Inial, 1015 PATIENT'S CONDITION RELATED 1O 11 INSURED'S POLICY GROUF OR FECA NUMBER L
a OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS] |4 INSURED 8 DATE OF BIRTH SEX
Y
" vEs “TNO ' Mo o
o OTHER INSURED'S DATE OF BIRTH SEX b AUTO ACCIDENT? PLACE (State] b EMPLOYER'S NAME OR SCHOOL NAME
MM DD YY — c , —
M F YES NO
¢ EMPLOYER'S NAME OR SCHOOL NAME ¢ OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
YES T NO

o INSURANCE PLAN NAME OR PROGRAM NAME

10d RESERVED FOR LOCAL USE

. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE
to process thus claim | also request payment of government benefits erther to mysel! or to the party wno accepls assignment

 autnonize the release of any meaical or otner information necessary

73. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benetits o the undersigned physician or supplier for
services descrived below

oeiow.
SIGNED I o o DATE . . SIGNED —— e o
14 DATE OF CURRENT ILLNESS (Furst symptom) OR 15 [ PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16 DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION
MM DD YY INJURY (Accident OR GIVEFIRSTDATE MM DD VYY MM DD YY MM™ DD YY
PREGNANCY/(LMP) 11 11 1111 FROM TO

[17 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

17a.i.D. NUMBER OF REFERRING PHYSICIAN

18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM oD vy MM . DD . YY

FROM TO

19. RESERVED FOR LOCAL USE

20. OUTSIDE LAB? $ CHARGES

YES NO

21. DIAGNQOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2.3 OR 4 TO ITEM 24€ BY LINE)

=

22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NC.

z
[=]
]
o
=
7]
F4
Q
Z
<
=
z
w
=
<
a
YES NO i yes. return to and complete item 9 a-g J

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

1 SZ:Z“, 3l
3 23 PRIOR AUTHORIZATION NUMBER
2 L
24 A I8 [S ) 1 E F [ 6w T J K 2z
DATE(S) OF SERVICE, Place [ Type [PROCEDURES. SERVICES OR SUPPLIES| o~ DAVS[EPSD RESERVED FoR | ©
From 0 t f {Exp I C 1S - OR |Family =4
MM DD YY MM 0D vy |sem . cr’rwé‘;i’;Unfsuauolggssv;ancw CODE § CHARGES UNITs| Pran | EMG | COB LOCAL USE ;
1101 03] 11 01 03| 11 99393 | EP 80 33 |1 I z
w
z
] «
w
]
Iy
| | ] g
]
71
x
| )
¢ z
<
| 8
5 o
{ >
T
-8
5
25 FEDERAL TAX 10, NUMBER SSN EIN 26 PATIENTS ACCOUNT NO 27 ACCEPT ASSIGNMENT® |25 TOTAL CHARGE 25 AMOUNT PAID 30. BALANCE DUE
L (For gowt. claims, see back)
) YES NO s 80 33 | s 80: 33
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SEAVICES WERE |33 PHYSICIAN'S. SUPPLIER'S BILLING NAME ADDRESS 27 CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (f other than home or office) & PHONE # .
(I certity that the statements on tne reverse Dr. Joe Provider
apply 1o this bill and are made a pant thereot.) .
111 Provider Street
Si t Fil Provider Town, NC 12345
1§na ure on File
Lsioneo oae 11 /15703 ene 0000000 sree 1000000

APPROVED OMB-0938-0008 FORM CMS-1500 {12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP- 1500

APPROVED OMB-0720-0001 (CHAMPUS)
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A
PLEASE o .
DO NOT Private Provider
il o Y ,
STAPLE L | Interperlodlc Screenlng E
) . . =
INTHIS L °Immunizations g
AREA <
] 3
|
PICA HEALTH INSURANCE CLAIM FORM oics v
© MEDICARE MEDICAID CRAMPUS CHAMPVA GROUP FECA OTHER| 1a INSURED'S | D NUMBER FOR PROGRAM iN i TE A_
. HEALTH PLAN BLK LUNG 3
eaicare &) IMedicaig #! (Sponsor s SSN: (VA Fiie #) ISSN or iD! iSSN. 0, 3 3 3 3 3 3 3 3 3X J
2 PATIENT'S NAME (Last Name Fust Name. Miadie 1nial 3 aﬁmsms 8 RTszTE SEx 4 INSURED 'S NAME ;_ast Name Frrst Name. Miaaie 1t i '
Recipient, Jane 02 07 1999w X [
5 PATIENT'S ADDRESS (No.. Streel) 6 PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS (No . Sueet |
111 Recipient Street Selt | Spouse  Chic | Otmer }
CiTY STATE |8 PATIENT STATUS Ty STaTE | |z
s — []
Recipient Town NC Snge  Mames  Omer ',:
2IP CODE [ TELEPHONE (Incluce Area Code) 21P CODE TELEPHONE (INCLUDE AREA CCOE . 7;
Empioyed -~ Ful-Tme - Pan-Time ( ) T
12345 (1999 999-9999 Scent _ Swgent S
§ OTHER INSURED'S NAME (Last Name. First kame. Mg mtiah 10.15 PATIENT'S CONDITION RELATED 70 11 INSURED'S POLICY GROUP OR FECA NUMBER s
i
f a OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) |4 INSURED.S DATE OF BIRTH SEX g
! TYES B el M F w
|l ° - z
b OTHER INSURED'S DATE OF BIRTH SEX b AUTO ACCIDENT? PLACE (State) [b. EMPLOYER'S NAME OR SCHOOL NAME a
MM DD oYY - . — -
M F T oves "o i Z
’ < EMPLOYER'S NAME OR SCHOOL NAME ¢ OTHER ACCIDENT? c INSURANCE PLAN NAME OR PROGRAM NAME s
— — ]
YES (o} -
L e N S
a INSURANCE PLAN NAME OR PROGRAM NAME 100, RESERVED FOR -OCAL USE ¢ IS THERE ANOTHER HEALTH BENEFIT PLAN? g
YES " no If yes_return 1o and complete item 9 a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonize
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autnorize tne release of any medical or other information necessary payment of medical benefits to the undersignea physician or suppher for
10 process nis claim | also request payment of government benefus eiher to myself of 10 the party who accepts assignment services 0escrpec beiow
beiow
SIGNED o e DATE o __ SIGNED _
14 DATE OF CURRENT 4 ILLNESS (First symptom) OR 1. PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16 DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM DD YY ‘ INJURY (Accioent) OR GIVE FIRSTDATE MM DD . YY. M 0D oYY MM DD YY
PREGNANCY(LMP) 00 00 0000 FROM T0
17 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a .0 NUMBER OF REFERRING PHYSICIAN 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD vy MM DD vy
FROM 10
l 19 RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
L T ves T no
21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (RELATE ITEMS 1.2.0 OR 4 70 TEM 24E BY UINE) 22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO
. LV70.3 Al
23 PRIOR AUTHORIZATION NUMBER
T .
{24 A Te [ ¢ D E F | [ K Fa
DATE(S) OF SERVIC Place | Type |PROCEDURES. SEAVICES, OF SUPPLIES < RESERVED Fon | O
From 1o of of (Explain Unusual Crrcumstances) DIAGNOSIS S CHARGES Famiyl e | cos LOCAL USE -
MM DD YY MM DD YY [ServicelService]l CPTHCPC I MODIFIER - UNITS| Pian ;
11205 03[12 05 03] 11 | 99382 | EP 8033/ 1] | [ £
' e
Z
412 05 03112 05 03| 11 90471 | EP 13 71) 1 «
I } E
12050312 05 03| 11 | 90472 | &P 13 71 1 g
3 { . o
»
-4
J12_05 03/12 05 03 11( 90700 | 0001 o
T
( J , J ‘ I g
(5]
s:12 05 03112 05 03! 11 90713 [ 0 00] 1 I
2
z
o 12 03112 05 03] 11 90707 | 000! 1
25 FEDERAL TAX 1D NUMBER SSN EIN 26 PATIENT'S ACCOUNT NO 27 ACCEPT ASSIGNMENT" |28 TOTAL CHARGE 25 AMOUNT PAID 30. BALANCE DUE
_ (For govt. claims. see back)
vES NO s 107 75 s s 107 75
31 SIGNATURE OF PHYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33 PHYSICIAN'S, SUPPLIER'S BILLING NAME. ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (if other than home o office & PHONE # i
{l certily that the statements on the reverse Dr . Joe PrOVlder
apply 1o this bill and are made a part thereo! ) ‘] 1 1 Provider Street
. , Provider Town, NC 12345
Signature on File [
SONED oate 12/07/03 ene 0000000 ames 10000000
(APPROVED 8Y AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0538-0008 FORM CMS. 1500 (12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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[INSJHA’VCE PLAN NAME OR PROGRAM NAME

A
DONOT Private Provider
. . «
STAPLE R °Immunizations only w
IN THIS | e z
AREA 3
| g
PICA HEALTH INSURANCE CLAIM FORM 2.Ca v
! MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| ta INSURED'S 1D NUMBER (FOR PROGRAM % ITEM i
HEATHPLAN | BLK(UNG 111111111X ?
Meaicare #) (Medicaid # (Sponsor's SSN) VA File #i (SSN o7 iD- (SSN "o ‘ |
2 PATIENT'S NAME (Last Name. First Name. Micdie inoal; 3 FAT\:NTS B\FTH DATF SEX 4. INSURED'S NAME (Last Name. Frrst Name. Maae inta |
i Di !
Recipient, Joe 09 06 2603w X - !
5. PATIENT'S ADDRESS (Nc., Street & PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS iNc  Street |
111 Recipient Street Set " Spouse | Chic Ormer |
-
CiTy STATE |8 PATIENT STATUS ciy STATE =z
C - o
Recipient Town 1 Sngle | Marmeo Otner =
2IP CODE [ TELEPHONE (inciuce Area Cocer 2P CODE TELEPHONE (INCLUDE AREA CODE ‘E‘
Employea Full-Time Pan-Time -- o<
12345 (999) 999-9999 Swoer . Suaart C &
9 GTHER INSURED'S NAME (Las! Name. Firsi Name. Middie mmva 10, IS PATIENT S CONDITION RELATED TO. 11 INSURED S POLICY GROUP OR FECA NUMBER Y
‘ 2
[& OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS, |4 INSURED'S DATE OF BIATH SEX Iz
| ~ . Yy
YES NO M F 2
b. OTHER INSURED'S DATE OF BIRTH SEX b AUTO ACCIDENT? PLACE (State) b EMPLOYER'S NAME OR SCHOO. NAME o
MM DD oYY . —
M 4 vEs NO z
[ ¢ EMPLOYER'S NAME OR SCHOOL NAME ¢ OTHER ACCIDENT” INSURANCE PLAN NAME OR PROGRAM NAME =
- w
YES NO 2
100 RESERVED FOR LOCAL USE ¢ 1S THERE ANOTHER HEALTH BENEFIT PLANT b

NO I yes, return 1o and comolete item § a-g

READ BACK OF FORM BEF
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the
10 process this claim | aiso request payment of government benefils eitner

ORE COMPLETING & SIGNING THIS FOARM.

13 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze.
payment of medical benefits (o the unaarsignea physician or supplier for
services described below

release Of any medical or other nformation necessary
1o myself or to the party who accepts assignment

]
|
=

oelow
SIGNED _ S I ~ DATE SIGNED
14 DATE OF CURRENT ILLNESS (First symptom) OR 15 iF PATIENT HAS HAD SAME on S\M\LAR ILLNESS. [ 16. DATES PAT\ENY UNABLE TO WORK IN CURRENT occuamow
MM T DD vy ‘ INJURY (Accigent) OR GIVE FIRST DATE MM M 0D
PREGNANCY{LMP) FROM TO

‘v?a

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

1.0 NUMBER OF REFERRING PHYSICIAN 18 HOSP\TAUZAYI.,N DATES RELATED TO CURRENT SERVICES

FROM TO

19 RESERVED FOR LOCAL USE

20 QUTSIDE LAB? $ CHARGES

“YeEs NO

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (RELATE ITEMS 1

23 OR 4 TOITEM 24E BY LiNE! 22. MEDICAID RESUBMISSION
CODE

ORIGINAL REF. NO

=

NR—»(

! I‘ALOA‘D Sl 23. PRIOR AUTHORIZATION NUMBER
-3 < Ih —
23 A [ £ £ S| ) I T K
£, DATE(S) OF SERVICE, P}aceJ Type | PROCEDURES. SEHVA\,ES OR SUPPLIES DIAGNOS'S DAY F:;I; RESERVED FOR o
,b1 22 03[11 22 o3ﬁ11 90471 | EP ! 13 71[1 l ] [ | S
Z
11122 03(11 22 0311} 90472 ]EP 13 71‘1 [ ( l l é
5
Q.
11 22 03[11 22 03 11’ 90700 | 000’1 ' ' ! ’ g
T 7]
b 22 03’11 22 03 11] 90713 | 000,1 ) ‘ J g
a
1 S
|11 22 03‘11 22 03{11’ 90647 | ] 000(1 ’ | g
| | L[] F
° 25 FEDERAL TAX | D. NUMBER SSN EIN 26 PATIENT'S ACCOUNT NO 27 A( C::T /‘RS JgNMEr;ﬂ” 28 TQTAL CHARGE 29 AMOUNT PAID 30. BALANCE DUE
57 Govt clams. S0 batx)
vES NO s 27 42 5 27 42
3t. SIGNATURE OF PHYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 33 PRYSICIAN'S. SUPPLIER'S BILLING NAME ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office; & PHONE #
{I certity that the statements on the reverse Dr. Jane Provider
apply to this bill and are made a part thereof
i pemnereet) 111 Provider Street
Signature on File Provider Town, NC 1234
SIGNED DATE11 /24703 ene 0000000 ceer 1000000

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,

PLEASE PRINT OR TYPE
APPROVED OMB-1215-0055 FORM OWCP-1500.  APPROVED OMB-0720-0001 (CHAMPUS)
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N.C. Medicaid Special Bulletin | pri

e “Private Provider '
T ° i isi ‘
DONO Office Visit e
STAPLE L o - - W
IN THIS R Immunizations T
AREA 5
| 3
~Pica HEALTH INSURANCE CLAIM FORM PICA '
e S
1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a INSURED'S 1.D. NUMBER (FOR PROGRAMINTTEM 11|
. . _ HEALTHPLAN _ BLKLUNG 222222222%
(Medicare #) " (Meaicaid #) Sponsor's SSN) (VA Fiie #) (SSN or ID} (SSN) 1D/ 2
é PATIENT'S NAME (Last Name. F:rs;Name, Middie Intial) 3 P}QTIENT'SDB\RTHVDATE SEX 4 INSURED'S NAME {Last Name. Furst Name. Micale Initial)
Recipient, Joe 08 1% 2002 . x ¢
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7.INSURED'S ADDRESS (No . Streen
111 _Recipient Street Seil  Soouse  Cnic Omer J 1
CITY STATE | 8 PATIENT STATUS CiTy STATE 2
— - 9]
Recipient Town NC Snge  Mames  Otner [
2P CODE TELEPHONE (inciude Area Cooe) 2iP CODE TELEPHONE (INCLUDE AREA CODE) g
Empioyed ~— Full-Time —~—  Part-Time —- ) o
(999 999_9999 _ Stdent __ Swaem S
9. OTHER INSURED'S NAME (Last Name, First Name. Midaie il 10 1S PATIENT'S CONDITION RELATED TO 11.INSURED'S POLICY GROUP OR FECA NUMBER L
]
2 OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OA PREVIOUS)  [a INSUREQ'S DATE OF BT SEX S
Y
Tves T no M- P 2
b OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State] b EMPLOYER'S NAME OR SCHOOL NANE = a
M Y — —
M oo Y M Fo YES NO E
c EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME =
“Tves “No E
a INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? g
- YES jﬁ NO I yes. return to and complete item 9 a-g
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the reiease of any medical or other information necessary payment of medical benefits 1o the undersigned physician or suppler for
10 £rocess this claim. | aiso request payment of government benefits enther to myself o 1o the party who accepts assignment services described below
beiow
SIGNED - - DATE - o S SIGNED P — —
14, DATE OF CURRENT 4 ILLNESS (Furst symptom) OR 15 £ PETIENT HAS HAD SAME OR SIMILAR ILLNESS. [16. DATES PATIENT UNABLE TO WORK N CURRENT OCCUPATION
MM T DD YY ‘ INJURY (Accident) OR GIVEFIRSTDATE MM : DD & YY oD Yy MM DG vy
' PREGNANCY(LMP) FROM TO '
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a.1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM [o]8) Yy MM, DD Yy
FROM . TO [
19. RESERVED FOR LOCAL USE 20 OUTSIDE LAB? S CHARGES
"ves 'NO
21. DIAGNQSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 OR 4 TO ITEM 24E BY LINE} 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1 L38 il
2'—9 23 PRIOR AUTHORIZATION NUMBER
2. s L
24 A I8 1 ¢C [ 3 F G H J ] K z
DATE(S) OF SERVICE ] Piace | Type [PROCEDURES. SERVICES, OR SUPPLIES DIAGNOSS DAYS [EPSD RESERVED FOR | ©
From ° of of (Explain Unusual Circumstances) Py OR_|Family cos A =
MM DD YY_ MM [o]s] Yy ce] CPTHCPCS | MODIFIER CODE $ CHARGES UNITS| Pran’ | EMG LOCAL USE ;
I3
L1114 0311 14 03l11]_ Joop12 | 47 50 |1 ‘ §
H
LTI 14 03‘11 14‘03‘11; 90471 lEP 137 ‘1 z
2 w
. -
11 14 03)11‘ 14 0311 90472 EP 1371 ‘1 2
3 H =]
w
. «
J 11 14 03111 14 03|11 90713 | 0:00 ‘1 F:3
z
000 |1 s
11 14 03] 11 14 03|11 90707 | 5
[
>
T
. o
25 FEDERAL TAX 1.0 NUMBER SSN EIN 26 PATIENT'S ACCOUNT NO 27 ACCEPT ASSIGNMENT? | 25 TOTAL GHARGE 29 AMOUNT PAID | 30 BALANGE DUE
L __(Forgow. claims. see back)
) YES ~ NO s 74 92 | s 7492
31 SIGNATURE OF PHYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33 PHYSICIAN'S SUPPLIER'S BILLING NAME. ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS ! RENDERED (Jt other than home or office) & PHONE #, .
() centty hat the statements on the reverse Dr. Jane Provider
apply to this bill and are made a part thereaf.) .
: 111 Provider Street
Signature on File Provider Town 5 l(\)IC0 8 8345
SIGNED oate_12/01/03 »ne 0000000 cres 1000
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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o

roce e/

DO NOT Periodic Screening

ﬁ«TTAﬁ |Ls!,E °Vision and hearing

I —— )

I Referral Indicator
TTTIRICA HEALTH INSURANCE CLAIM FORM PICA )
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP TH PLAN ;ED‘(:?,UNG OTHER| 1a. INSURED'S |.D. NUMBER (FOR PROGRAM IN ITEM 1)
] tMectcare 1 [} Modicaid #) [ (Sponsor's SSN) [ (VA Fie #) [ ] N o D7 ] &M o) 333333333X%

2, PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PAT\ENTS BIFITH DAT: SEX 4. INSURED'S NAME (Last Name, First Name. Middle Initial)
| Recipient, Jane 07 01 1998 M1 flx

5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TQ INSURED 7. INSURED'S ADDRESS (No.. Street)

111 Recipient Street Seil [7] spouse” 1 Chis_ | Omer_ |

CITY STATE | 8. PATIENT STATUS CITY STATE
Recipient Town NC singe” | Mariea || Otmer [_]

2ZIP CODE TELEPHONE {(Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)

Employed Full-Ti ~— Part-Time -
999-9999 "] Gcem L Suosem L ()

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

10.1S PATIENT'S CONDITION RELATED TO

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a, EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES

a INSURED'S DATE OF BIRTH
MM 0D ;oYY
|

:JNO

| |
b. EMPLOYER'S NAME OR SCHOOL NAME

b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State)
MM | DD | YY —_— — — "
| M Fi Llves  Tno :
c_EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
[Tjves " |NO
0. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d.15 THERE ANOTHER HEALTH BENEFIT PLAN?

ves Tino

I yss, return to and complete item 9 a-d.

PATIENT AND INSURED INFORMATION ——— ]4— CARRIER —>»

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the release of any medical or other intormation necessary
to process this claim. | also request payment of government benefils aither to myself or 1o the party who accepts assignment

13 INSUHED 'S OR AUTHORIZED PERSON’

services described below.

payment of mecical benefits o the undersigned physician or supplier for

'S SIGNATURE | authorize

below.
SIGNED DATE _ SIGNED 4
14. DATE OF CURRENT: 4 ILLNESS (First symptom) OR 15.IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM DD ¢ YY INJURY (Accident) OR GIVE FIRST DATE MM DD oYY MM™ DD YY
! PREGNANCY(L.MP) FROM ! T ¢

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

17a.1.D. NUMBER OF REFERRING PHYSICIAN

'

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM , DD , YY MM DD, YY

(I cortify hat tho stalements on the reverse
apply to this bill and are made a part thereot.)

FROM I i To I '
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
ino
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
20,2 s 1-034.0 23, PRIOR AUTHORIZATION NUMBER
213829 + 1460
20 A 8 c ) 3 F G [ H ) 3 K g
DATE(S) OF SERVICE,, Place | Type |PROCEDURES. SERVICES, OR SUPPLIES| -~ TAYS [EPSD RESEAVED FOR | ©
F o ; OR_| Fami
MM rg: YY_ MM 0D vy |semn o CPTEEXCDPI?:EUmisuapldggl#r;éa"cas’ CODE $ CHARGES units| | Eme | cos LOCAL USE 'g—
' o
410 11703 10 11 03[ 11 99383 | EP 80:33 |1 |R S
, z
10,11: 03 10 11 03] 11 99172 IEP 0:00 |1 «
: w
! 3
i
10.11: 03 10 11 03] 11 92552 IEP 000 |1 o
. =]
; »
! I i i : : o
' i h ' | ' ) (<]
4 i Il . =
<
' ' I | . 3]
5 @
' >
: | | . T
i i i a
6
25, FEDERAL TAX .. NUMBER SSN EIN 26, PATIENT'S ACCOUNT NO 27 ACCEPT ASSIGNMENT? |28 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
| ‘ (For gowt. claims. see back) ) ’
1 M ves | | no s 80 33|s | s 80; 33
31 SIGNATURE OF PHYSICIAN OR SUPPLIER 132, NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME. ADDRESS, Z1P CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than hom or office) & PHONE #

Dr. Joe Provider
111 Provider Street

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

APPROVED OMB-1215-0055 FORM OWCP-1500,

Signature on File L Provider Town, NC 12345
SIGNED 0ATE11/12/03 e 0000000 sarr 100000C
APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FOAM RRB-1500,

APPROVED OMB-0720-0001 (CHAMPUS)
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nose cegic/RiC t
DO NOT
° . ; .
STAPLE [ ] Periodic Screening «
I — ° 1 T
s Referral Indicator =
° .
— Tnmani zat10ns :
< eica HEALTH INSURANCE CLAIM FORM Poa T
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER | 12. INSURED'S 1.0. NUMBER (FOR PROGRAM IN ITEM 1) | 1
~ ) __ HEAUTHPLAN __ BLKLUNG
| (Medicars #) [ (Medicaid #) [ ] (Sponsor's SSN) [7] (vAFie 0 7] (SSNoriD) [(SsN T o) 111111111X
2 PATIENT'S NAME (Last Name, First Name, Middle Initial) 3 PAT!ENT SERTH GATE Sex 4 INSURED'S NAME (Last Name, First Name, Middle Intial)
Recipient, Joe 10 1512002% % _*
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7, INSURED'S ADDRESS (No., Street)
111 Recipient Street sail [ spouse” | Chia” . Omer”
cIy STATE | 8. PATIENT STATUS CITYy STATE -4
s — — [*]
Recipient Town NC Single” | Marmed || Omer [ E
ZIP CODE TELEPHONE (include Area Code) 2P CODE TELEPHONE (INCLUDE AREA CODE) ;
Employed Full-Time Part-Time — o
12345 (999)999-9999 T Student || swdent | ( ) <]
9. OTHER INSURED'S NAME (Last Name, First Name, Middle lnitial} 10. IS PATIENT'S CONDITION RELATED TO: 11, INSURED'S POLICY GRCUP OR FECA NUMBER ;
]
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. lNSUHEhDA& DATEDQF B]\;QJH SEX g
T 1ves ™iNo . M F »
| L L . z
b OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIOENT? PLACE (State} [b. EMPLOYEA'S NAME OR SCHOOL NAME o
Yy —
oo M Fr jves [TiNo Zz
; L -
< EMPLOYER'S NAVE OR SCHOOL NAWE ¢, OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME E
[ ives [Cino ‘&"
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE a. 1S THERE ANOTHER HEALTH BENEFIT PLAN? §
! _'YES 1 I NO if yes. return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or suppher for
to process this ciaim. | also request payment of government benefits either to mysell or to the party who accepts assignment services described below.
below,
SIGNED DATE SIGNED Y
14, DATE OF CURRENT. 4 ILLNESS (First symptom) OR 1571 PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES, PATIENT UNABLE TO WORK IN CURENT OCCUPATION 4
MM 1 DD ¢ YY ‘ INJURY (Accident) OR GIVE FIRST DATE M| i § ) i DO
! PREGNANCY(LMP) 0 371 2003 FROM ' TO
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERFING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM . DD , YY MM , DD , YY
FROM ' TO : |
19. RESERVED FOR LOCAL USE 20, OUTSIDE LAB? S CHARGES
[ ves [ INnO
27, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2.3 OR 4 TO ITEM 24E BY LINE) 22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NC.
1. L_V_2 ;2 I —
23. PRIOR AUTHORIZATION NUMBER
2 L_460 4 N
24 A B C 3] E F G }_ H [ J K z
DATE(S) OF SERVICE . Place | Type | PROCEDURES. SERVICES. OR SUPPLIES|  [acrngis DAVS[EPSD RESERVED FOR o
From o of | of (Explain Unusuai Circumstances) ' OR _|Family cos =
MM 0D YY MM oD YY CPTHCPCS L MODIFIER CODE $ CHARGES UNITS! Pran | EMC LOCAL USE ;
. | . z
1103003 | 10 30 03]11 99392 |EP 80 33| 1R 8
z
10.30 03 |10 30 03(11 90471 |EP: 13 71} 1 =
w
‘ 2
10.30:03 | 10 30. 03|11 90472 |EP 13 71 1 2
S
7]
: . «c
10:30:03 | 10 30: 03|11 90645 | 0. 00| 1 g
! . ! z
! 0 00| 1 5
10°30:03 | 10 30 03] 11 90669 | ; 5
7]
>
. 1 . ' X
i 1 ' | o
B !
% FEDERAL TAX 1.D NUMBER SSN EIN ‘ 26. PATIENT'S ACCOUNT NO 27 /\CCE:‘Y )TSS!GNMEENTV) 28 TOTAL CHARGE 29 AMOUNT PAID 30. BALANCE DUE
claims, 506 back!
IR Tives [ No $ 107 75 | s 107175
31 SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS i RENDERED (It other than home or office) & PHONE # X
{1 contily that the statements on tho revorse ! Dr. Jane Provider
apply 10 this bill and are made a part thoreof ) .
[ 111 Provider Street
Signature on File Provide TOWl’l1 NC02)2345
SIGNED oare11/06/03 sne 0000000 GRPY 00000C
APPROVED BY AMA E. APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
(APPHO COUNCIL ON MEDICAL SERVICE 8/68) PLEASE PRINT OR TYPE D OMB1215.0035 FORM OWCP_1500. APPROVED OMB-G720-0001 (CHAMPUS)
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noce . :
DO NOT ° L a. . !
STAPLE D ———————] Interperiodic Screening &
IN THIS . " T
o
AREA <
o
Pica HEALTH INSURANCE CLAIM FORM pica }
1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP ECA OTHER|[ 1a INSURED'S 1.0 NUMBER (FOR PROGRAM IN ITEM 1! "N
_ . . __ HEALTHPLAN __ BLKLUNG
Medicare #) " (Medicaid #) (Sponsor's SSN} (VA File #) (SSN or IDj 1SSN} (D) 2222222 22X
2 PATIENT'S NAME (Last Name. Firsi Name. Middie mia) T PATENTS BIRTH DATE SEX 4 INSURED'S NAME (Last Name First Name. Miagre Intial) ’
Recipient, Joe 06 11 1985 x -
5 PATIENT'S ADDRESS iNo., Street] 6 PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS (No . Streen
L 111 Recipient Street el Spouse  Cnig  Oter
CiTY STATE | 8. PATIENT STATUS CITY STATE z
J— — — [
Recipient T NC Single  Marred _ Other -
2P CODE TELEPHONE (Inciuge Area Code) 2ZIP CODE TELEPHONE (INCLUDE AREA CODE) g
Employed — Full-Time —  Part-Time — ( ) T
12345 (999) 999-9999 _ Studem___ Sgent <)
. OTHER INSURED'S NAME (Last Name, Frrst Name, Miodie infial) 10.1S PATIENT'S CONDITION RELATED 70 11.INSURED'S POLICY GROUP OR FECA NUMBER 3
2
a. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS)  [a. INSURED'S DATE OF BIRTH SEX x
Yy - —
T ves N0 M F %J
5. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [5 EMPLOYER S NAME OR SCHOOL NAME = a
MM DD YY _
M P vES N H
¢ EMPLOYER'S NAME OR SCHOOL NAME . OTHER ACCIDENT? ¢ INSURANCE PLAN NAME OR PROGRAM NAME £
T ves “No E
o INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE 1S THERE ANOTHER HEALTH BENEFIT PLAN? b
YES _ NO I yes. return to and complete tem 9 a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefis 1o the undersigned physician or supplier for
to process this claim. | also request payment of government benefits etther to myself or to the party who accepts assignment services described below
below.
SIGNED . I DATE SIGNED ) e I
14, DATE OF CURRENT: 4 ILLNESS (First symptom) OR 15 L L LENT HAS HAD SAME OR SIMILAR ILLNESS. | 16 DATES PATIENT UNABLE TO WORK IN CURRENT OCOUPATION
MM DD YY ‘ INJURY (Accident) OR GIVEFIRSTDATE MM . OD ' YY M DD oYY MM DD Yy
' ! PREGNANCY(LMP) : FROM To '
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.0 NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD oYY MM . DD . YV
FROM TO .
19 RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
“Tves T no
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. [RELATE ITEMS 1,2.3 OR 4 TO ITEM 24E BY LINE) 22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO
1 LV70.3 sl
23 PRIOR AUTHORIZATION NUMBER
2L L N
24 A B [ C [ D E F G H I J ] K 3
DATE(S) OF SERVICE Piace [ Type [PAOCEDURES. SERVICES, OR SUPPLIES| oo~ GAYS|EPSD ReESERVED FOR | O
From ° of t (Explain Unusual Circumstances) c OR |Famiy =
MM__ DD Yy MM 0D vy CPTMCPCS | MODIFER CooE SCHARGES  lumirs| pian | EMG | COB | LOCAL USE H
11216 0312 16 03]11 99395 | EP 80 33 |1 g
o
Z
l c
g w
i
. a
J a
3 >
0
| S
N z
<
f o
5 I
>
T
, o
&
25 FEDERAL TAX 1.0. NUMBER SSN EIN 26 PATIENT'S ACCOUNT NO 27 ACCEPT ASSIGNMENT” |28 TOTAL GHARGE 29 AMOUNT PAID 30, BALANCE DUE
o __(For gow. ctams. see back) . X
S i ves 7 wo s 80 33 Is s 80 33
31. SIGNATURE OF PHYSICIAN OR SUPPLIER | 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33 PHYSICIANS, SUPPLIER'S BILLNG NAME, ADDRESS, 2IP CODE
INCLUDING DEGREES OR CREDENTIALS ! RENDERED (If other than home or office; 8 PHONE # .
{I certity that the statements on the reverse Or. Jane Provider
apply 1o this bill and are mace a part thereof ) .
111 Provider Street
Signature on File | Provider Town, NC 12345
|SioNeD 04112/19/03 ene 0000000 grer 100000C
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/86) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS,)
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roe - ‘
T o : : 3
g%ﬁ?s I Periodic Screening «
O\7i a4 i w
INTHIS ] Vision and hearing 3
o«
AREA <
o
Pica HEALTH INSURANCE CLAIM FORM ica }
T MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a INSURED'S | D NUMBER (FOR PROGRAM IN ITEM 1+ | 1
o __ HEALTHPLAN __ BLKLUNG __
(Medicare #) ™ (Medicaid #) T (Sponsors SSN; (VA Fiie #) (SSN or 1D} (SSN! (D) 333333333){
2 PATIENT'S NAME (Last Name. First Name. Whadie iniial) 3 PATENT S BIRTH DATE Sex % INSURED'S NAME (Last Name Firs Name Whaoie e }
i . Jane 05 03 199%™ FX |
5 PATIENT'S ADDRESS (No . Street) 6 PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS (No . Sueet
111 Recipient Street Seit | Spouse  Chic  Otner
CIY STATE | 8 PATIENT STATUS 322 STATE z
. — - ]
Recipient Town NC Single  Mamec Other { l.:
ZIP CODE TELEPHONE (include Area Code} 2IP CODE LEPHONE (INCLUDE AREA CODE, ;
Empioyed —~ Full-Time -~  Pan-Time-—- ( ) <
(999 999-9999  Suoem e 5
. OTHER INSURED'S NAME (Last Name. Frrst Name. Middle miial 70,18 PATIENT'S CONDITION RELATED TO 11 INSURED'S POLICY GROUP OF FECA NUMBER z
2
a OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) |4 INSURED S DATE OF BIRTH SEX g
TYES T NOD M F g
b OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State} [5 EMPLOYER'S NAME OR SCHOOL NAME - a
MM DD YY — _
M F— YEs NO 2
¢ EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME s
T vEs e w
. - =
d” INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE 018 THERE ANOTHER HEALTH BENEFIT PLAN? =
_YES NO i yes. return 10 ana complete item 9 a-¢
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other informalion necessary payment of medical benefits to the undersigned physician or suppher for
10 process this claim. | aiso request payment of government benefis either o myself or 1o the party who accepts assignment services described beiow.
Deiow.
SIGNED _ DATE S e SIGNED _ _ B R o - _
14. DATE OF CURRENT 4 ILLNESS (First symptom; OR 15, T PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCGUPATION 4
MM DD YY ‘ INSURY (Accident) OR GIVEFIRSTDATE MM - DD 1 YY DO : ¥Y MM DD YY
PREGNANCY(LMP) : : FROM T0 .
17 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a.1.0 NUMBER OF REFERAING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD vy MM DD Yy
FROM TO .
19 RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
) “NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO [TEM 24E BY LINE) 22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO
1 (V20. 2_ N I,
23. PRIOR AUTHORIZATION NUMBER
2L s
24 A 8 C 5] E F G H J T K z
DATE(S) OF SERVICE Place | Type | PAOCEDURES, SERVICES. OR SUPPLIES N DAYS [EPSD RESERVED FOR | @
From o of | of (Explain Unusual Circumstances) D‘%’O"DOESS $ CHARGES OR _(Famiy( oo | cop LOCAL USE =
MM DD YY MM DD YY CPTHCPCS | MODIFIER UNITS| Pian 3
: o
1114 03111 14 03] 11 99383 [EP 80 33| 1 z
e
Zz
J 11 14 03[11 14 03] 11 99173 |EP 0 00| 1 z
]
&
1114 0311 14 03] 1 92552 [EP 000/ 1 g
7}
«
4 | ! (=]
z
g
| 5}
5 [
>
T
a
25 FEDERAL TAX D NUMBER SSN EIN 26 PATIENT'S ACCOUNT NO 27 ACCEPT ASSIGNMENT? |26 TOTAL CHARGE 29, AMOUNT PAID 30, BALANCE DUE

_ (For govt. clams, see back)
YES NO

s 80 33 | s

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (it other than home or office)

31 SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS h
(I certify that the statements on the reverse B
apply to this bill and are made a part thereot.) ;

DATE

signature on File 11/17/03

33 PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
$7ONE" Dy, Joe Provider
111 Provider Street
Provider Town, NC 12345 L
=ns 0000000 | 6722 100000C

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500. APPROVED OMB-0720- 0001 (CHAMPUS)
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voss >rgaC/REC
DO NOT °Immunizations only
STAPLE T
IN THIS S ——
PICA HEALTH INSURANCE CLAIM FORM PicA
MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a INSURED'S I D NUMBER (FOR PROGRAM IN ITEX 1
. HEALTH P_AN BLK LQNG | 1 '] '] 1 1 1 1 " 1X
iMeaicare #) (Medicard #1 (Sponsor s SSNt iVA Fiie #) (SSN or 1D! (SSN fila)

3 PATIENT 'S BIRTH DATE

dg 2@) 2800 M X SEXF i

2 PATIENT'S NAME (Last Name. First Name. Midale Initiali

Recipient, Joe

——> | «— CARRIER ---»

4 INSURED'S NAME (Last Name Fusi Name. Midcie Initiai.

5. PATIENT'S ADDRESS (No.. Streel, 6 PATIENT RELATIONSHIP TO INSURED

7 INSURED'S ADDRESS (Nu . Street

111 Recipient Street et Scouse | Chic Omer
City STATE |8 PATIENT STATUS CITY STATE z
s 9]
Recipient Town NC Single Marrec Otner =
[Z\P coos TELEPHONE 1incluce Area Coaes ZiP CODE TELEPRONE (INCLUDE AREA COOE. ;
99 999 9999 Employed Full-Time Part-Time - - ( ) o«
12345 (999 - Swoert Sugen S
9. OTHER INSURED'S NAME (Last Name. First Name. Miadie iniali 10 1S PATIENT'S CONDITION RELATED TO 11 INSURED'S POLICY GROUP OR FECA NUMBER L-E
g
a OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) a KNSURES‘E DATSDCF EIV;JTH SEX g
Y
YES NO M F 12}
- - z
b. OTHER INSURED'S DATE OF BIRTH SEX b AUTO ACCIDENT? PLACE iStatet [ EMPLOYER'S NAME OR SCHOOL NAME a
MM oD Yy — — .
M F YES NO 5
¢. EMPLOYER'S NAME OR SCHOOL NAME ¢ OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
" ves “NO

d. INSURANCE PLAN NAME OR PROGRAM NAME 100 RESERVED FOR LOCAL USE

@ IS THERE ANOTHER HEALTH BENEFIT PLAN?

YES NO if yes. return to and complete item 9 a-d

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 autnorize the release of any medical or other information necessary
10 process this claim | also request payment of government benefits either (o MySelf or to the party who accepls assignmens
below.

DATE a _

SIGNED

13 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
payment of medical benetits 10 the undersigned physician o suppher for
services described beiow

SIGNED

ILLNESS (First symptom) OR
INJURY (Accicent) OR
PREGNANCY(LMP)

14. DATE OF CURRENT 15 IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS
MM DD YY < GIVE FIRSTDATE MM DD YY

16. DATES PATIENT UNABLE TO WORN IN CURRENT OCCUPATION
MM DD YY MM 00+ YY
FROM TO

1

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a.1.D. NUMBER OF REFERRING PHYSICIAN

18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD Yy MM bo YY

T3> | «————— PATIENT

FROM TO
19 RESERVED FOR LOCAL USE 20 OUTSIDE LAB? S CHARGES
YES NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE, - 22 MEDICAID RESUBMISSION
v CODE ORIGINAL REF. NO
1 A_\LQ4_O a . }
23 PRIOR AUTHORIZATION NUMBER
2L . 4L .
24 A 8 C 5] 3 F G H r T 0] K z
DATE(S) OF SERVICI Piace [ Type [PROCEOURES SERVICES. OF SUPPLIES| o o = DAVS [EPSD RESERVED FOR <]
My ;'rc)'g‘ YY_ MM EE:OD v lsemn covcel cw‘ié%aénsumjsuwgg‘??éaw * CODE scarces | QR |Famy| ems | cos | ocal use §
/10 20 03 |10 20 0311 90471 |EP 13 7 1 £
[
4
/10 20 03 |10 20 0311 90472|EP 13 7 1 z
pu]
JJO 20 03 |10 20 03|11 90713 000 |1 g
»
10 20 03 | 10 20 03|11 90707l 0 00 1 z
4
z
10 20 03 |10 20 0311 90700] 0 00 1 [ —[g
c 7]
[ >
I
6| l I o
25 FEDERAL TAX | D. NUMBER 26 PATIENT'S ACCOUNT NO 27 ACCEPT ASSIGNMENT? |28 TOTAL CHARGE 29. AMOUNT PAID 30 BALANCE DUE

SSN EIN
o __{Forgowt. claims. see back)
YES NO

s 27 42 | ‘ s 2742

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I centify thal the statements on the reverse
apply to this bill and are made a part thereof ) ,

gegnature on File 0 /03

33 PHYSICIAN'S, SUPPLIER'S BILLING NAME ADDRESS, 2IP CODE
& PHONE # .
Dr. Jane Provider
111 Provider Street
Provider Town, NC 12345

e 0000000 | srer 100000C

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM CMS- 1500 (12-90),
APPROVED OMB-1215-0055 FORM OWCP- 1500,

FORM RRAB-1500,
APPROVED OMB-0720-0001 (CHAMPUS}

32




N.C. Medicaid Special Bulletin | April 2003

N
PLEASE °
0O NOT FQHC/RHC !
° .
STAPLE "] Core Visit «
° . )
IN THIS e ——— Immunizations g
AREA <
| 3
HEALTH INSURANCE CLAIM FORM pics }
1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER( 'a INSURED'S 1.D. NUMBER {FOR PROGRAM IN ITEM 1. T
— HEALTHPLAN _ BLKLUNG __
(Mecicare #) " (Medicaid #1 " (Sponsor's SSN) (VAFile # " (SSNor D (SSN) (D) 222222222% T
2 PATIENT'S NAME (Last Name. Fvvsv;uame Midcle initial) 3 PATIEENT'S BIF(TH\{DAVTE SEX 4 INSURED'S NAME (Last Name, First Name. Miacle initiall " |
Recipient, Joe 1% 00 X ¢ | ’
5. PATIENT'S ADDRESS (No.. Street; 6 PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS No . Street! ‘l |
111 Recipient Street sei " Spouse  Gnic Ower |
[olhn% STATE |8 PATIENT STATUS CiTY STATE z
C s B - 3
Recipient Town NC Snge  Mamez  Oter =
2P CODE TELEPHONE (inciuge Area Code| ZiP CODRE TELEPHONE (INCLUDE AREA CODE) —rg
Employed —  Full-Time —  Part-Time ( ) @«
( 999 999-9999 Siwoen_ Saam S
$. OTHER INSURED'S NAME (Last Name, First Name. Middie inihal 10. IS PATIENT'S CONDITION RELATED TO 11 INSURED'S POLICY GROUP OR FECA NUMBER %
2
a OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURE'a'& DAT[E)DOF B\RVTH SEX g
Y
T vEs T NO M T F %}
b. QTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [p EMPLOYER'S NAME OR SCHOOL NAME E
MM YY J— J—
M F YES NO 3
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME 5
" ves ) g
d INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE 0. IS THERE ANOTHER HEALTH BENEFIT PLAN? :
YES  NO  ifyes rewn o and complete ilem § s
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
10 process this claim | also request payment of government benefits erther to mysell or to the party who accepts assignment services gescribed below.
beiow.
SIGNED ___ e e DATE S SIGNED I PR
14 DATE OF CURRENT. ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM [3]] YY ‘ INJURY (Accident) OR GIVE FIRST DATE MM oo Yy MM oo Yy MM DD : YY
PREGNANCY(LMP) FROM TO
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a.1.D. NUMBER OF REFERAING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM oo Yy MM | DD YY
FROM TC
18. RESERVED FOR LOCAL USE 20 OUTSIDE LAB? $ CHARGES
YES NC
21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 OR 4 TO ITEM 24E BY LINE} 22 MEDICAID RESUBMISSION
CODE ORIGINAL REF NO.
, 1.382.9 3l
23 PRIOR AUTHORIZATION NUMBER
2l Al
24 A 8 C 5] ] € F T 6 T HT T TJ] 3 2
DATE(S) OF SERVICE Piace | Type [PROCEDURES, SERVICES. OR SUPPLIES DAYS [EPSD RESERVED FOR | ©
From To of [ of (Explain Unusual Circumstances) D“::GONDCES‘S $ CHARGES OR |Family| oy og LOCAL USE =
MM 3]s YY MM [o}s] Yy CPTMHCPC 1 MODIFIER UNITS| Plan ;
'
110 20 03/10 20 03]11 T1015] 6500 | 1] | | g
10 20 03[ 10 20 0311 90700 0 00 1 ’ z
| «
2 1 Ii.l
g
10 20 0310 20 03|11 90707' 0 00 1 a
3| 2
w
10 20 03] 10 20 03|11 90645] 0 00 1 s
Z
<
| S
5 wn
4
8
Q
8
25 FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO 27 ACCEPT ASSIGNMENT? |28 TOTAL CHARGE 29 AMOUNT PAID 30. BALANCE DUE
e _.(For govt. claims. see back|
YES NO s 65 00 |s s 65 00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33 PHYSICIAN'S SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (It otner than home or office) & PHONE # .
{1 certiy that the statements on the reverse Dr. Jane Provider
apply to this bill and are made a part thereaf ) .
111 Provider Street
Signature on File Provider Town,NC 12345
NED 0ate]10/25/03 #ns0000000 ' caee 100000A L
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0838-0008 FORM CMS- 1500 (12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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SCREEN ENTRY EXAMPLES OF THE SERVICES SCREEN (OPTION 65)
FOR LOCAL HEALTH DEPARTMENTS THAT USE THE N.C. HEALTH
SERVICES INFORMATION SYSTEM (HSIS)

Example #1 — Health Check Periodic Screening for a 1-month-old Child Receiving Two
Immunizations.

NEXT RECORD: COUNTY 999 SCREEN 65 | D 222222222 DATE 121002 ACTI ON A
MESSAGE:

NAMVE: Brown, Charlie DATE OF DI AB EVAL:

SERVI CE GROUP:

DIAG CODES A: V20.2 B:.___ . C .__ D .. _ .k _ . G___ . __

H . HLTH CHK/ EDSDT REFERRAL:

PHY ORDER DATE FOR AT: or: PT: SPL:

B/
R/ MODI FI ERS DI AG SvC ATN TYP REF POCST
D PGV CPT ML M M3 1234 PROVY UNTS POS PHY SVC PHY oP SI TE
B CH 99381 EP A ___ ROs_ 01 7 99999
R CH 90744 = A_ __ RCs_ 01 7”7 99999
R CH 90700 A ~_ ROs. 01 7”7 99999

Example #2 — Health Check Periodic Screening for an 18-Year-Old with an Additional
Procedure, Plus Vision and Hearing Screenings. Diagnosis warrants a
referral for a follow-up visit, designated with “R” entered in the HLTH
CHK/EPSDT REFERRAL data field.

NEXT RECORD: COUNTY 999 SCREEN 65 | D 333333333 DATE 120902 ACTION A

MESSAGE:

NAME: Patty, Pepperni nt DATE OF DI AB EVAL:

SERVI CE GROUP:

DOAG CODES A V20.2B: 460.__ ¢__ . D __ . E . _F __ .  G___.___

H . HLTH CHK/ EDSDT REFERRAL: R

PHY ORDER DATE FOR AT: qr: PT: SPL:
B/
R/ MODI FI ERS DI AG SvC ATN TYP REF POST
D PGM CPT ML M M3 1234 PROV UNITS POS PHY SVC PHY OP SITE
B CH 99385 EP__ _ A _ _ _ ROS_ 01 7 _ 99999
B CH 87081 __ _ _ B__ _ ROs_ 01 71 o _ 99999
R CH 99173 __ _ _ A _ _ _ ROos_ 01 7 _ 99999
R CH 92551 A ROs ~ 01 7 _ 99999
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N.C. Health Services Information System Screen Examples, continued

Example #3 — Health Check Interperiodic Screening for a 4-Year-Old Child Receiving Two

Immunizations.
NEXT RECORD: COUNTY 999 SCREEN 65 | D 444444444 DATE 120902 ACTION A
MVESSAGE:
NAVE: Smith, Barbie DATE OF DI AB EVAL:
SERVI CE GROUP:
DI AG CODES A: V70.3_ B: . C . D . E N = .__ G .
H HLTH CHK/ EDSDT REFERRAL: _
PHY ORDER DATE FOR AT: OrT: PT: SPL:
B/
R/ MODI FI ERS DI AG SVC ATN TYP REF POST
D PGM CPT ML M MB 1234 PROYV UNITS POS PHY SVC PHY oP SITE
B CH 99382 EP A _ _ _ ROS_ 01 71 L 99999
R CH 90645 = A ___ ROS_ 01 71 _ 99999
R CH 90658 _ A RS 01 71 _ ~ 99999

Example #4 — Health Check Periodic Screening and Immunizations for Child Age 1 with
Referral/Follow-up Indicator. Diagnosis warrants a referral for a follow-up
visit, designated with “R” entered in the HLTHCHK/EPSDT REFERRAL

data field.

NEXT RECORD: COUNTY 999 SCREEN 65 | D 444444444 DATE 120902 ACTION A
MESSACE:

NAME: Robin, Christopher DATE OF DI AB EVAL:

SERVI CE GROUP:

DIAG CODES A: V20.2_B460.__ C¢_ . D__ . E . _F __ . _GG__ . __

H . HLTH CHK/ EDSDT REFERRAL: R

PHY ORDER DATE FOR AT: qr: PT: SPL:

B/
R/ MODI FI ERS DI AG SvC ATN TYP REF POST
D PGM CPT ML M MB 1234 PROV UNITS POS PHY SVC PHY OP SITE
B CH 99392 EP __ _ A __ _ ROs_ 01 71 - _ 99999
R CH 90645 A _ _ _ ROs_ 01 71 - _ 99999
R CH 90669 _ A ROs ~ 01 71 - _ 99999
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N.C. Health Services Information System Screen Examples, continued

Example #5 — Immunization Administration Fee ONLY for Child Age 3.

NEXT RECORD: COUNTY 999 SCREEN 65 | D 555555555 DATE 112202 ACTION A
MESSAGE

NAME: Bar kl ey, Charl es DATE OF DI AB EVAL:

SERVI CE GROUP:

DIAG CODES A: V06.8 B: . C .__ D R = T € S

H _ . HLTH CHK/ EDSDT REFERRAL:

PHY ORDER DATE FOR AT: Ofr: PT: SPL:
B/
R MODI FI ERS DI AG SvC ATN TYP REF POST
D PGM CPT ML M2 M3 1234 PROV UNNTS POS PHY SVC PHY OP SITE
B IM 90471 EP __ _ A _ _ _ NURSE 01 71 _ _ 99999
R IM 90700 __ _ A _ _ _ NURSE 01 71 _ _ 99999
R IM 90713 __ _ A _ _ _ NURSE 01 71 _ _ 99999
R IM 90744 __ A _ _ _ NURSE 01 71 _ _ 99999
R IM 90647 A NURSE 01 71 99999

Example #6 — Office Visit with One Immunization for a Child Age 2.

NEXT RECORD: COUNTY 999 SCREEN 65 I D 666666666 DATE 111402 ACTION A
MESSAGE

NAVE: Smith, Hercul es DATE OF DI AB EVAL:

SERVI CE GROUP: THRU DT:

DDAGCODES A 382.9 B_ . C__. D__._ E _._F _._G6__._
H HLTH CHK/ EDSDT REFERRAL:

PHY ORDER DATE FOR AT: or: PT: SPL:

B/

R MODI FI ERS DI AG SVC ATN TYP REF POST

D PGM CPT ML M2 M3 1234 PROV UNNTS PGS PHY SVC PHY OP SITE

B CH 99212 A _ _ _ PHY 01 71 o 99999

B CH 90471 EP _ _ A _ _ _ NURSE 01 71 _ ~ 99999

R CH 90716 __ A NURSE 01 71 _ ~ 99999

36




N.C. Medicaid Special Bulletin |

April 2003

TIPS FOR DECREASING DENIALS

EOB Message Tip
010 | Diagnosis or service invalid for Verify the recipient's Medicaid identification (MID)
recipient age. Verify MID, diagnosis, | number, DOB, diagnosis, and procedure codes.
procedure code or procedure Make corrections, if necessary, and resubmit to EDS
code/modifier combination for errors. | as a new claim. If all information is correct, send the
Correct and submit as a new claim. claim and RA to the DMA Claims Analysis Unit,
2519 Mail Service Center, Raleigh, NC 27699-2519.
060 | Not in accordance with medical Verify that only one vision and/or hearing screening
policy guidelines. is billed per date of service. Make corrections and
resubmit as a new day claim.
Service is not consistent with/or not | yerify diagnosis code is V20.2 or V70.3 for the
082 cover'ed‘for this diagnosis/ or. . Health Check screening according to the billing
description does not match diagnosis. | oyidelines on page 9. Correct claim and resubmit.
349 | Health Check screening and related Verify if related services billed on same or different
service not allowed same day, same claim as the Health Check screening are Health
provider or member of same group. Check components. Health Check screening and
Resubmit as an adjustment with related services will not be paid for same date of
documentation supporting related service initially. Resubmit as an adjustment with
services. medical documentation supporting the need for
related services.
685 | Health Check services are for Verify recipient’s age. Only recipients age birth
Medicaid recipients birth through age | through 20 years of age are eligible for Health Check
20 only. program services.
1036 | Thank you for reporting vaccines. Immunizations(s) are available at no charge through
This vaccine was provided at no the UCVDP/VFC Program.
charge through VFC Program. No
payment allowed.
1058 | The only well child exam billable Bill periodic screening with V20.2 and interperiodic
through the Medicaid program is a screenings with V70.3. Check the preventive
Health Check screening. For medicine code entered in block 24D of the claim
information about billing Health form.
Check, please call 1-800-688-6696.
1422 | Immunization administration not Check the claim to ensure that the immunization

allowed without the appropriate
immunization. Refer to the most
recent Health Check special bulletin.

procedure code(s) are billed on the same claim as the
immunization administration code(s). Make
corrections and resubmit as a new day claim.
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EOB Message Tip
1769 | No additional payment made for Payment is included in Health Check reimbursement.
vision and/or hearing services.
1770 | Invalid procedure/modifier/diagnosis | Health Check services must be billed with the
code combination for Health Check or | diagnosis code V20.2 or V70.3 and the EP modifier.
Family Planning services. Correct Verify the correct diagnosis code, procedure code
and resubmit as a new claim. and modifier for the service rendered. Family
planning services must be billed with the FP modifier
and the diagnosis code V250.9.
1771 | All components were not rendered for | For periodic screenings, verify all required

this Health Check screening.

components, such as vision and or hearing
assessments were performed and reported on the
claim form using the EP modifier. Make corrections
and resubmit as a new day claim.
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HEALTH CHECK BILLING WORKSHEET

The Health Check Billing Worksheet (see page 40) may be used in your practice to facilitate Health
Check billing.

For additional billing questions please contact EDS at 1-800-688-6696 or 919-851-8888.
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HEALTH CHECK BILLING WORKSHEET

Date of Service

Patient’s Name

Next Screening Date (optional)

Medicaid ID number

Date of Birth

Health Check Diagnosis Code

Periodic Health Check Screening

Periodic Health Check Screening V20.2

Interperiodic Health Check Screening

Interperiodic Health Check Screening V70.3

Health Check Screening Code

Description Preventive Medicine Codes Diagnosis Code
Regular Periodic Screening - Birth through 20 years 99381-9985; 99391-99395 V20.2

With EP Modifier

Vision Assessment based on age Vision Assessment CPT Code
99172 or 99173
With EP Modifier
Hearing Assessment based on age

Hearing Assessment CPT

Code 925510r 92552

With EP Modifier
Interperiodic Screening - Birth through 20 years 99381-9985; 99391-99395 V70.3

With EP Modifier
Second Diagnosis (if applicable)
Description Indicator
Follow-up with screening provider or another provider R
Third Diagnosis (if applicable)
Description Indicator
Follow-up with screening provider or another provider R
Fourth Diagnosis (if applicable)
Description Indicator
Follow-up with screening provider or another provider R

CPT Codes Unit

Description

Immunization Administration Fee

90471 EP Modifier One immunization

Additional Immunization Administration Fee

90472 EP Modifier Additional

immunizations
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IMMUNIZATION BILLING WORKSHEET*

Code Description Diagnosis VFC
90281 Immune Globulin V07.2
90371 Hepatitis B Immune Globulin V07.2
90375 Rabies Immune Globulin V07.2
90376 Rabies Immune Globulin — Heat treated Vo07.2

(RIG-HT)
90384 Rho (D) Immune Globulin Full Dose V07.2
90385 Rho (D) Immune Globulin Mini Dose V07.2
90389 Tetanus Immune Globulin V07.2
90396 Varicella-Zoster Immune Globulin V07.2
90585 BCG V03.2
90632 Hepatitis A Vaccine — Age 18 & up V05.8
90633 Hepatitis A Vaccine — 2 dose Age 2 & up V05.8
90645 Hib Titer — 4 dose V03.8 or V05.8 VFC 2 mo -5 yrs
90647 Hib — 3 dose (Brand name — PedVax) V03.8 or V05.8 VFC 2 mo — 5 yrs
90648 Hib — 4 dose (Brand name — ActHib) V03.8 or V05.8 VFC 2 mo — 5 yrs
90657 Influenza Split Virus (6-35 months of age) | V04.8 VFC 6 mo — 35 mo
90658 Influenza Split Virus (3 years and above) V04.8 VFC 3 yrs — 18 yrs
90669 Pneumococcal PCV7 (2-59 months) V03.82 or V05.8 VFC 2 mo — 59 mo
90675 Rabies Vaccine — IM V04.5
90700 DTaP V06.8 VFC 2 mo — 7 yrs
90702 DT — Age under 9 V06.8 VFC 2 mo — 6 yrs
90703 Tetanus Toxoid V03.7
90704 Mumps V04.6
90705 Measles V04.2
90706 Rubella V04.3
90707 MMR V06.4 VFC 12 mo — 18 yrs
90713 IPV (Injectable Polio Vaccine) V04.0 VFC 2 mo — 18 yrs
90716 Varicella V05.4 VFC 12 mo — 18 yrs
90718 Td V06.5 VFC 7 yrs — 18 yrs
90721 DTaP/Hib V06.8
90732 Pneumococcal PPV23 (High Risk Only) V03.82 or V05.8 VFC 2 yrs — 18 yrs
90733 Meningococcal V03.89
90744 Hepatitis B Vaccine — Pediatric/adol -3 dose| V05.8 VFC 0 — 18 yrs
90746 Hepatitis B Vaccine — Age 19 and above V05.8
90747 Hepeatitis B Vaccine - Dialysis 585

Pt./immunosuppressed -4 dose

Note: This list is subject to change.
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